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Vacations mean a change of diet, water, exercise. 
Daily routine is altered and bowel Habit Time inter- 
rupted. This combination of circumstances tends to 
have a constipating effect. 

Instead of quick acting harsh catharsis, the gentle 
softening action of Petrolagar promotes motility and 
encourages a regular, comfortably passed stool. 

Petrolagar is miscible with liquids. It may be given 
orally or in an enema to assist in the restoration of a 
regular Habit Time of Bowel Movement. 
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Petrolagar... Liquid petrolatum 65 ec. emulsified 
with 0.4 Gm. agar in a menstruum to make 100 cc. 


Petrolagar Laboratories, Inc. * 8134 McCormick Boulevard * Chicago, Illinois 
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THE EARLY RECOGNITION OF 
BLEEDING LESIONS OF THE 
GASTRO-INTESTINAL 
TRACT 


B. R. KrrKuin, M. D. 
Rochester, Minnesota 


Few of the many and varied manifestations 
of disease are more definitely indicative of 
potentially grave organic changes than bleeding 
from an internal organ, and the concern with 
which it is regarded, both by the patient and 
his physician, is fully warranted. When frank 
bleeding from the alimentary canal has oc- 
curred and the clinician has ascertained that 
the hemorrhage is not of orificial origin, he will 
try to determine its probable source from the 
history, physical signs, results of clinical tests 
and the subtle and indefinable indexes that he 
has learned from experience. Often, by his own 
methods alone, a capable clinician can adjudge 
the general situation and nature of the lesion 
with admirable accuracy. But even in such 
instances no one realizes more keenly than the 
clinician himself that his diagnosis is not com- 
plete without roentgenologic examination to 
confirm his opinion as to the nature of the lesion 
and to determine its exact site and size and the 
presence or absence of complicating factors. In 
the multitude of cases in which the clinical data 
are quite indecisive the diagnosis can scarcely 
be established without roentgenologic investi- 
gation. This consideration applies even more 
strongly to cases in which the lesion is small, 
the bleeding occult, and the symptoms vague 
and atypical. Furthermore, it is never safe to 
attribute bleeding from the bowel solely to 
hemorrhoids that are present, and examination 
with roentgen rays is requisite to determine 
whether or not there are also other lesions in 
the canal. 

In case of hemorrhage from the canal the first 
thought usually is of peptic ulcer. This in- 
ference, although it should not be held to the ex- 
clusion of others, is logical, for peptic ulcer 
is known to be a common source of bleeding. Of 
the two principal varieties of peptic ulcer, the 
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gastric variety is encountered much less often. 
The fundamental roentgenologic sign of gastric 
ulcer is, of course, its barium-filled crater, 
the niche. In profile the niche appears usually 
as a smooth hemispherical prominence, 0.5 to 
2.5 cm. in diameter, projecting beyond the line 
of the gastric lumen. In the face view, under 
a thin coating of barium on the mucosa, or by 
compressing the barium content of the 
stomach, the niche is manifested as a dense spot 
in the hazy shadow of the mucosal relief. Benign 
ulcer is characterized by nonelevation of its 
margin, accentuation and convergence of the 
rugae toward the crater, tenderness of the niche 
to pressure, and the presence of gastrospasm as 
manifested in curling of the lesser curvature 
and other distortions of the stomach. 

Among bleeding lesions in the upper portion 
of the canal, duodenal ulcer stands first in fre- 
quency of incidence. Here the roentgen rays 
will rarely fail to establish the diagnosis by dis- 
closing the niche or bulbar deformity, or both. 
In addition, roentgenologic examination fur- 
nishes valuable information as to the activity of 
the ulcer as indicated by the presence of a niche 
and irritability of the bulb. 

Next to peptic ulcer, cancer in some part of 
the digestive tract especially the stomach, 
should be considered in canvassing possible 
sources of hemorrhage, because cancer is re- 
latively common and its early diagnosis is of 
the highest importance. Ulcerating mucoid 
cancer, with its deep thrust into the gastric 
lumen, can hardly escape recognition with the 
roentgen rays. Infiltrating scirrhous cancer 
tends to encircle the stomach and produce fun- 
nel-like deformity, and the multiple shallow 
ulcers on its internal surface, when coated with 
barium, have the appearance of ground glass. 
Small ulcerating cancers have often been mis- 
taken for simple ulcers but are characterized 
by a tumefied border, which, under pressure to 
thin out the opaque medium, appears as a 
transradiant halo around the dense, barium- 
filled crater. Finally to be considered in con- 
nection with gastric cancer are the malignant 
ulcers, which have no tumefied border but are 
likely to betray their malignancy by the ir- 
regularity of their craters and the absence of 
tenderness, spastic manifestation or distortion 
of neighboring rugae. 
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But, while it is reasonable to think first of 
peptic ulcer and gastric cancer as potential 
sources of hemorrhage, many other lesions 
must be taken into account, such as esophageal 
varices, ulcerative gastritis, duodenitis and 
benign tumors of the stomach. Furthermore, 
when hemorrhage is evidenced solely by the 
presence of blood in the stools, not only the fore- 
going affections but various intestinal diseases, 
such as cancer of the bowel, regional enteritis, 
intestinal tuberculosis, ulcerative colitis and in- 
testinal polyps, must be kept in mind. Although 
some of the conditions enumerated are re- 
relatively rare, none can safely be excluded from 
consideration in any instance of bleeding from 
the canal. 

Esophageal varices usually are secondary 
to cirrhosis of the liver. Profuse hematemesis 
often results from rupture of the distended 
vessels. Usually the lower portion of the 
esophagus is affected, and the veins are greatly 
dilated and nodular. With the roentgen rays 
the varices are depicted as bulbous shadow 
defects intruding into the lumen with deep 
crevices between. The picture strongly re- 
sembles that produced by polypoid new 
growths, but these rarely occur in the 
esophagus. 

Benign intragastric neoplasms comprise 
myomas, fibromas, adenomas and mixed varie- 
ties. They seldom attain great size, may be 
single or multiple, and when few in number 
tend to become pedunculated. Ulceration is 
common but usually superficial. Hence bleed- 
ing is likely to be slight and occult but more or 
less continuous and sufficient to produce ane- 
mia, which is often the principal or sole clini- 
cal sign. With the roentgen rays the individ- 
ual new growths appear as regularly rounded 
or ovoid transradiant spots in the barium 
shadow, and the general form of the stomach 
is not altered. Numerous multiple, closely 
packed polyadenomas have a characteristic 
resemblance, both macroscopically and roent- 
genologically, to convolutions of the brain. 
Especially to be remembered is the fact that 
apparently benign tumors of the stomach are 
often partly malignant. 

Although not common, ulcerative gastritis 
cannot be omitted from consideration. The ul- 
cerations, which are exceedingly numerous and 
small, can occasionally be discerned in the face 
view, but in the tangential view they are clearly 
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exhibited as fine, sharp, closely set, uniform 
serrations on the border of the barium shadow, 
and the picture is pathognomonic. 

Duodenitis, a diffuse inflammation of the 
bulbar mucosa, with or without local shallow 
erosions, is met with rather frequently. It may 
occur in association with frank duodenal ulcer 
or independently and is a source of hemorrhage 
that may be severe. Roentgenologically it is 
marked by irritability and rapidly changing 
contours of the bulb, and by a coarsely and ir- 
regularly reticular mucosal pattern, due prob- 
ably to puckering of the mucosa by spasm of 
its muscularis. 

Cancer of the duodenum is extremely rare, 
and when the growth is situated near the bulb 
the roentgenologist is likely to attribute the de- 
formity to duodenal ulcer. Cancer in the lower 
segments of the duodenum, however, produces 
a shadow defect like that caused by cancer of 
the stomach or large bowel, and at least the 
neoplastic nature of the lesion should be ap- 
parent. The benign tumors, such as_ the 
leiomyomas, are less rare and produce the 
characteristic regularly ovoid shadow defects. 
Notwithstanding the regular outline of the 
tumors, they frequently have shallow ulcera- 
tions that bleed more or less. 

The incidence of bleeding lesions of the 
jejunum and ileum is low, and in the past their 
roentgenologic exhibition was not satisfactory 
because the opaque medium passes through so 
rapidly that only portions of the bowel are <le- 
picted at any one time and because the ap- 
pearance of the mucosal relief varies so widely 
under normal conditions that abnormal states 
are hard to recognize. But patient and per- 
sistent investigators have shown that by ob- 
serving the opaque meal at short intervals the 
entire intestine can be studied, and that altera- 
tions by disease, whether ulcerative or tume- 
factive, can be disclosed. Thus it is often pos- 
sible to determine the site and extent of new 
growths and other affections. For example, 
regional enteritis, which is often localized to 
the terminal coils of ileum but may affect other 
portions of the small bowel or proximal seg- 
ments of the colon, is characterized by narrow- 
ing of the intestinal lumen, stiffening of the in- 
volved segment, alterations of the mucosal re- 
lief and localized tenderness. 

Scirrhous and mucoid cancers in the colon 
produce the same roentgenologic manifesta- 
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tions as in the stomach and rarely escape diag- 
nosis. Tuberculous enteritis, with its tendency 
to affect predominantly the terminal ileac coil 
and proximal portion of the colon, is usually 
distinguishable by the resulting asymmetric 
and irregular narrowing of the intestinal lumen 
together with obliteration of the mucosal mark- 
ings and hyperirritability of the bowel. Like- 
wise ulcerative colitis can be identified con- 
fidently by the fact that the disease obviously 
has progressed proximalward from the rectum 
and by the diffuse narrowing and shortening 
of the lumen, often with local constrictions 
producing the appearance of a string of sau- 
sages. Benign new growths in the colon, like 
those in the stomach, are usually small, single 
or multiple, sometimes numerous, and com- 
monly pedunculated. The tendency of these 
polyps to become malignant is well known. 
When large they occasionally are visible as ovoid 
shadow defects in the barium-filled bowel, but 
they can be disclosed more reliably by the double 
contrast method, that is to say, by withdraw- 
ing most of the barium enema and inflating the 
bowel with air. 

Many other examples of hemorrhagic gastro- 
intestinal disease could be offered, but those 
here presented cover ulcerative, tumefactive 
and inflammatory lesions. Obviously, hemor- 
rhage is not limited to particular diseases of 
the gastro-intestinal tract but is a sign com- 
mon to practically all of them. Hence, in any 
instance of bleeding from the canal, whether 
gross or slight, patent or occult, neither 
clinician nor roentgenologist should draw im- 
mediate conclusions or try to establish any 
favorite diagnosis but should keep an open 
mind until examination is complete. 





AIRPLANE FLIGHTS MAY RELIEVE 
A TYPE OF DEAFNESS 


Deafness due to obstructions of the eustachian tubes 
has been reported as having been relieved by an airplane 
flight, The Journal of the American Medical Associa- 
tion for June 22 says in answer to a question as to how 
such relief might be obtained. “By increasing air pres- 
sure on descent,” The Journal states, “air could be 
forced into closed eustachian tubes or the rarefied air 
on ascent could allow air under greater pressure in 
middle ears to escape through the eustachian tubes.” 


HOW 
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EXPERIMENTAL ATABRINE 
THERAPY IN GRANULOMA 
INGUINALE 
ALAN Brown, M. D. 
Jacksonville 


Granuloma inguinale is a painful, disabling, 
fungating, granulomatous skin lesion, usually 
in the genital area and occurring almost en- 
tirely in the colored race. The etiological agent 
is the Donovan body, an intracellular ovoid 
body of uncertain classification. 

The older treatment of granuloma inguinale 
is the intravenous injection of antimony and 
potassium tartrate, tartar emetic. In the past 
decade an improved antimony preparation, 
fuadin, has been introduced. Intolerance of 
some individuals to tartar emetic, the high cost 
of fuadin for the class of patients afflicted, 
and the tendency of granuloma inguinale to 
become antimony fast, leaves alternative or im- 
proved treatment to be desired. 

The ovoid bodies found in the endothelial 
cells in granuloma inguinale, kala-azar, and 
oriental sore possess a similarity in appearance. 
The names of these organisms, Donovan 
bodies, Leishman-Donovan bodies, and Leish- 
mania tropica, respectively, further suggest a 
relationship. Recently the University of 
Georgia clinic’ group has, by bold human ex- 
perimental inoculation, proved the Donovan 
body to be the etiological agent of granuloma 
inguinale. These men express the opinion that 
the Donovan body is a protozoan, which would 
place it in the same category as the plasmodia 
of malaria. In the past two years, cure of ori- 
ental sore by injecting a suspension of atabrine 
into the lesions has been reported in the French 
and Italian literature. The preceding facts and 
fancies suggested the experimental use of ata- 
brine in granuloma inguinale. 

This paper is in the nature of a preliminary 
report, as I have been unable to work up a 
large number of cases and sufficient time has 
not elapsed for a final evaluation. 


EXPERIMENTAL WORK 
The method described by Flarer’ in the suc- 
cessful treatment of oriental sore was first 
used — injection of an atabrine solution into 
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the lesions of granuloma inguinale. A young 
colored male, unable to work because of six 
discrete granulomata of the groins, was inject- 
ed with 0.05 grams of atabrine in 2 cc. of 
sterile water. The injection was made into the 
largest lesion only. Four days later the patient 
stated the lesions were less sore, allowing him 
to sleep better. All six lesions were drier and 
flatter. The next day all six lesions were in- 
jected with 0.2 grams of atabrine in 7 cc. of so- 
lution. Two days later the lesions were dry, be- 
ing covered by a thin crust, and the patient 
said he felt able to resume work. A suspension 
of 0.2 grams of atabrine in 5 cc. of water was 
injected into all lesions. On the ninth day fol- 
lowing the first injection he resumed work, 
trucking freight in a railroad freight house. 
Nine additional intralesion injections of 0.2 
grams were given at intervals of two to six 
days. The lesions became flattened almost to 
the level of the surrounding skin and entirely 
dry but failed to improve further. As injec- 
tions progressed it became increasingly hard 
to make the injections satisfactorily as the 
friable granulations would crack and the fluid 
escape from the lesions. The patient disap- 
peared shortly after the last injection was 
made and hence I have been unable to follow 
the subsequent course of this case. 

A more simple method of administration of 
atabrine than by injection was to be desired. As 
the original injection of the drug into a simple 
lesion had effected symptomatic relief and par- 
tial healing of other untreated lesions, the 
oral route was tried in three colored males 
with inguinal lesions. Two of these were in- 
tolerant to tarter emetic and one was antimony 
fast. All three patients showed improvement. 
The lesions became drier and paler and were 
less painful. The drug was stepped up from the 
customary one tablet of 0.1 gram of atabrine 
thrice daily for five days, to two and three 
tablets three times daily, and continued as long 
as six weeks in one patient who received 18 
grams of atabrine. A second patient received 
21 grams of atabrine in a period of 28 days. 
All patients showed yellow discoloration of 
conjunctivae and mucous membranes but no 
symptoms of intolerance were complained of 
except a ‘“‘nasty taste in the mouth” by one 
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patient. After a rather rapid initial response to 
this mode of therapy the rate of improvement 
abated and then seemed to stop. A week after 
the discontinuation of atabrine by mouth the 
lesions regressed, becoming moist, red, and 
more painful. The oral administration of ata- 
brine does not hold any hope as the sole treat- 
ment of granuloma inguinale, although it 
might be a desirable adjunct to atabrine treat- 
ment by other routes or to the injection of 
antimony preparations. 

Because of the inability of the friable tissues 
of granuloma inguinale to retain the injection 
mass, cure was attempted by curetting the 
granuloma to a smooth base, followed by in- 
filtration of the base with an atabrine sus- 
pension and dressing the wound with atabrine 
powder. This was done in one of the Negro 
males who had had a relapse after oral medi- 
cation. He was dressed twice with atabrine 
powder and then voluntarily left the Duval 
County Hospital and was lost sight of for a 
period of time. The results of this procedure 
are evidenced by photographs taken 25 days 
after operation which show the inguinal lesion 
to be healed. The lesions in the sulcus formed 
by the adhesion of the penis to the scrotum are 
improved but show nodules of the granuloma 
recurring. This operation was performed too 
recently to evaluate the permanency of the 
result. 

SUMMARY 

The resemblance of the Donovan body of 
granuloma inguinale to the organisms of ma- 
laria and oriental sore and the therapeutic 
effectiveness of atabrine in the treatment of 
malaria and oriental sore suggested its thera- 
peutic trial in granuloma inguinale. Atabrine 
orally led to improvement of the lesions of 
granuloma inguinale and abatement of symp- 
toms but did not effect a cure. Injections of 
atabrine suspension in water into the lesions 
caused marked improvement of the lesions, 
but it became increasingly difficult to make 
the injections into the friable tissue. Curet- 
tage of the lesions, injection of the atabrine 
suspension into the bases, and dressing the 
surgical wounds with atabrine powder offer 
the best chance of cure by this method to date. 
This is but a preliminary report and does not 
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permit evaluation of this method as to final 
results. 

The response of granuloma inguinale to 
atabrine therapy suggests that the Donovan 
body is a protozoan. 

I wish to thank Dr. Aaron Oberdorfer for 
making colored photographs and Dr. J. N. 
Patterson of the State Board of Health for 
studies of the Donovan bodies in these cases. 
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DISCUSSION 
Dr. Wiley M, Sams, Miami: 


Two months ago Doctor Brown sent a letter, enclos- 
ing an outline of his paper, and at that time he asked if 
I could line up a few cases of granuloma inguinale at the 
Dade County Hospital, and perhaps report the result of 
their treatment with atabrine. After approximately four 
or five years, I had gained the impression that among 
our Negro patients, this was a fairly common disease, 
and I thought I might be able to find five or six cases 
for treatment. Unfortunately, only two patients with 
this disease were present at the clinic during the past 
two months. I started by using the oral method of ad- 
ministration, and can report that they showed some 
improvement. 

As yet, I have not had an opportunity to use the in- 
jection method, or to curet the lesions and then treat 
them with dry powder, or wet dressings locally. The 
latter method, however, I believe will yield the most 
satisfactory results. In event that such is the case, all 
improvement cannot, in my opinion, be attributed to the 
chemotherapy. In the past, both in the North and since | 
have been in Florida, I have treated granuloma inguinale 
by curettage, actual cautery, and frequently by curettage 
and the application of acid nitrite of mercury to the base 
of the ulcer, and have usually obtained a rather rapid re- 
sponse and healing. Recurrences, to be sure, take place, 
but frequently destruction of such a new focus at once 
will eventually lead to cure. When the lesions are small, 
and so situated that surgical removal can be carried out, 
I believe this to be the method of choice. 

All methods of treatment are followed, in a very high 
percentage of cases, by relapse, and therefore any new 
method of treatment which offers hope of permanent 
cure, or of more rapid healing, so as to prevent dis- 
ability is highly desirable. I feel that Doctor Brown is to 
be congratulated on making an attempt in this direction, 
and that further study and trial of his method is desir- 
able. I do not know just what progress will eventually 
be made with the use of atabrine, but it offers possi- 
bilities that are worth considering. 

The most prompt results which I have achieved in 
the chemotherapeutic treatment of granuloma inguinale 
have been from the use of fuadin (sodium antimony 
biscatechol-disulfonate of sodium). This drug is more 
expensive than the more commonly used antimony and 
potassium tartrate. Unfortunately, relapse and recur- 
rence are common after both drugs. Perhaps if we could 
educate the patient to return and continue his treatment 
over a longer period of time, as we do with syphilitics, 
better results could be achieved. The average patient 
with this condition, however, is not likely to cooperate 
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to any extent, and many of them become “fast” to the 
drug, and no longer receive benefit from its use. In 
such cases, a trial of atabrine would seem to be indicated. 

Experimental therapeutic problems are always of great 
interest, particularly to physicians in private practice, 
as well as those doing work in clinics, where such 
problems are encountered. One would gain the impres- 
sion, by reviewing the literature, that granuloma in- 
guinale is not a particularly common disease. A paper 
written in 1926, reviewing all cases in the English litera- 
ture, totaled only forty-six cases. I am sure that most of 
us who see Negro patients at the various clinics, can 
observe, in the course of a year, at least a dozen or more 
cases, everyone of which presents a difficult problem, 
both from a standpoint of therapeutic cure, and of re- 
habilitation of the patient in order to enable him to 
work. Any method which will shorten the course of this 
essentially chronic disease, is well worth a careful trial. 


Dr. G. C. Bottari, Tampa: 

I will limit my discussion to oriental sore and the new 
Italian method of treatment. This form of leishmaniasis 
is common in the Mediterranean basin. The oriental 
button is a slow growing, indurated nodule that breaks 
down forming a sharply defined superficial ulcer with 
granulating fundus that heals after a long time leaving 
an ugly, disfiguring scar. 

In August 1938 Dr. Franco Flarer, Professor of 
Dermatology and Syphilology at the Royal University 
of Catania, Italy, in an article appearing in the Bollettino 
dell Instituto Siero Terapico of Milan, described a suc- 
cessful treatment of oriental sore by injecting atabrine 
into the lesions. This article was translated and appeared 
in the Press Medical de Paris, Sept. 1938. Since then 
several authors have reported highly successful results 
in oriental sore by the injection of atabrine into the 
lesions as outlined by Flarer. The volume of solution 
is adjusted to the size of the lesion and the injection 
is made with sufficient pressure to cause ischemia and 
deep penetration of the lesion. The injection is re- 
peated if necessary. The leishmania disappeared from 
the lesions and healing occurred in ten to twenty days. 
Beyond question this new treatment of oriental sore has 
advantages over all hitherto employed ones. 

Dr. Alan Brown deserves credit for adapting this new 
treatment of Flarer with atabrine to the therapy of 
granuloma inguinale. 


Dr. Alan Brown, (concluding): 

I cannot say that the work so far would definitely 
prove that atabrine is a cure for granuloma inguinale 
by any means. But I do believe that the improvement 
in the lesions following this treatment would definitely 
lead us to believe that it has a pronounced therapeutic 
value. How much difference there is between the re- 
sults of simple curettage and use of caustics such as 
trichloracetic acid, and the results from curettage plus 
atabrine injection and surgical dressing is a thing that 
will have to be proved. 

The results in these cases of granuloma inguinale are 
not as impressive as those obtained in oriental sores, but 
the friability of lesions of granuloma inguinale does not 
permit an ischemia from the pressure of injection. 





RAT-BITE FEVER 

Evidence is accumulating which shows that two dis- 
eases have heretofore been erroneously grouped under 
and confused with rat-bite fever, F. F. Allbritten, M. 
D,. R. F. Sheely, M. D., and W. A. Jeffers, M. D., 
Philadelphia, point out in The Journal of the American 
Medical Association for June 15. 

These diseases are Haverhill fever, due to the inges- 
tion of the Haverhillia multiformis organism (for ex- 
ample, in milk as happened in the Haverhill [Mass.] 
epidemic of 1926), and a type of fever due to the same 
organism but acquired by rat bite or by some other 
method than ingestion. The usual rat-bite fever is 
caused by an organism known as Spirillum minus. 
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PYELONEPHRITIS 
RECENT IMPROVEMENTS IN TREATMENT 
JAMEs J. NuGent, M. D. 
Miami 


Recent advances in chemotherapy have 
proved extremely valuable in the treatment 
of pyelonephritis. Since many specialists, as 
well as general practitioners, are confronted 
with the problem of urological infections, it 
is important that the present knowledge of 
the pathology and treatment of this disease 
be disseminated as widely as possible. 

The purpose of this paper is to evaluate the 
newer drugs used in the treatment of pyelone- 
phritis. The pathological physiology will be 
reviewed and the proper technique for obtain- 
ing accurate diagnosis will be given. 

The etiology of pyelonephritis is related 
to three factors: drainage, bacterial invasion 
and systemic defense. The success of treat- 
ment will depend upon adequate control of 
these three factors. The introduction of the 
newer urinary antiseptics has enhanced the 
effect of treatment but proper therapy re- 
quires more detailed information than has 
previously been obtained by the majority of 
physicians. Anyone who continues to treat 
pyelonephritis with a single favorite prescrip- 
tion and forced fluids is liable to find himself 
in the famous horse and buggy days. 

A study of the urinary system reveals that, 
functionally, it is a secretory mechanism with 
a drainage system. Being a completely 
integrated unit, infection in one part of the 
tract may spread throughout the entire sys- 
tem, involving the kidney tissue as well as 
the draining tubes. This is important. The 
commonly used term “pyelitis’’ does not de- 
note the concept of renal involvement and, 
therefore, I prefer the term “pyelonephritis.” 
The use of this term will give us a more ac- 
curate picture of the pathological process 
and will lead toward the technique of diag- 
nosis which is necessary to obtain the infor- 
mation that proper therapy requires. 

Developmentally, the urinary system is 
much less perfect than most other systems in 
the body. It is estimated that there is a con- 
genital abnormality in the urinary tract in 
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one of every one hundred of the population. 
Developmental defects include misplaced or 
ectopic kidneys, horseshoe or fused kidneys, 
double kidneys, reduplication of the ureters 
and stenosis or stricture of ureters and 
urethra. Valve formations may be present 
and are usually found in the urethra. Though 
there are many other congenital -abnormali- 
ties, these are more frequently associated 
with pyelonephritis because of their obstruc- 
tive nature. 

The stasis resulting from any obstruction 
is a most important factor in pyelonephritis. 
It has often been shown that bacteria may 
pass through one or both kidneys without 
causing either clinical symptoms or pathologi- 
cal changes. But this presupposes good drain- 
age. When there is stasis in the renal reser- 
voir, not only is urine prone to be infected, 
but the resulting infection is difficult to erad- 
icate until better drainage is established. 

This is true whether the infection be acute 
or chronic. The importance of free drain- 
age of urine is not adequately recognized, ex- 
cept by urologists. It is so important that 
Hunner, in discussing a paper by Carrol, 
Lewis and Kappel’ on the efficiency of man- 
delic acid, stated: 


In recent years he had given no medication by 
mouth and had not used pelvic lavage, for experience 
had shown that, with good drainage, the kidney is ca- 
pable of cleaning up its infection. Many patients are 
seen for whom the x-ray and other studies seem to 
indicate the necessity of future operation on the kidney; 
but after thorough preliminary ureteral drainage, the 
urine clears completely and the symptoms due to stasis 
and infection disappear. 

In addition to the developmental defects, 
stasis may result from obstruction of a more 
or less mechanical nature. This type of ob- 
struction includes hypertrophy of the prostate, 
stone formation, polyps, blood clots and ex- 
trinsic tumors. The common, almost routine, 
dilitation of the ureters during pregnancy 
gives the effect of a mechanical obstruction. 

We all know that the treatment of most of 
these lesions requires the assistance of the 
urologist but inability to treat these lesions 
should not lead us to forget them, though 
few of them give localizing symptoms. The 
survey of every case of pyelonephritis should 
recognize the possibility that the infection 
is associated with stasis of urine. This is 
especially true if infection persists or recurs 
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in spite of proper therapy. Generally speak- 
ing, the problem of stasis is the problem of 
the urologist but irreparable damage may have 
been done before he is consulted unless the 
physician remembers the frequent association 
of obstruction and pyelonephritis. 

The factor of systemic defense needs little 
discussion because it was well worked out in 
the days when supportive treatment was about 
all that could be done for the patient with 
pyelonephritis. I need only advise that the 
physiology of the whole body be maintained 
at the highest state of efficiency. The brevity 
of the discussion of this factor does not mini- 
mize its importance but rather acknowledges 
the excellent attention which it usually 
receives. 

The bacterial flora of urinary tract in- 
fections has become increasingly important 
since the introduction of the later urinary an- 
tiseptics. This is true because it has been 
found that each of the drugs is more effective 
against some bacteria than against others. 
This specificity fortunately embraces the 
broad family groups such as bacilli and cocci 
and elaborate bacteriological investigation is, 
therefore, seldom necessary. Occasionally 
it is necessary to culture the urine and ac- 
curately identify the bacteria but this usually 
falls to the lot of the urologist. 

Sufficiently accurate information can gen- 
erally be obtained from a gram-stained smear 
of the urinary sediment. This procedure has 
become an important part of the investiga- 
tion of pyelonephritis. It is no longer ade- 
quate to make a diagnosis of pyelitis because 
there is fever, pus in the urine and pain in the 
loin. Asa matter of fact, such a diagnosis is 
frequently about as specific as a diagnosis of 
heart trouble based on edema of the ankles 
and shortness of breath. The physician is 
not expected to be able to make a complete 
urological investigation. He can, however, 
make a good preliminary examination from 
which he can obtain sufficient information for 
the successful treatment of most cases of 
pyelonephritis. 

Investigation of the urinary tract begins 
with a complete history, carefully taken. 
Many general symptoms are of significance 
in relation to pyelonephritis. Chills, fever, 
vertigo, nausea, vomiting, recent infection 
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and abdominal pain are frequently associated 
with urological infections. It is often neces- 
sary that symptoms be suggested to the pa- 
tient, especially those symptoms arising di- 
rectly in the urinary tract. It is surprising 
how often urological symptoms are disre- 
garded or forgotten by the patient and, unless 
specific questions are asked, important in- 
formation escapes detection. Information 
obtained from a detailed history may be the 
deciding criteria in determining the need for 
urological consultation. 

The next step in investigating the urinary 
tract is a complete physical examination. Im- 
portant clues may be obtained from the blood 
pressure reading, the pupillary reactions, the 
tone of the anal sphincter, locomotor abnor- 
malities or foci of infection. The examina- 
tion will include, of course, a vaginal and rec- 
tal examination. All of these procedures are 
evident requirements but it is unfortunate that 
the busy physician too often omits one or 
more of them. 

The direct study of the urinary tract be- 
gins with the collection of the urine. Urine 
is collected by catheter in the female because 
contamination of the voided urine by vaginal 
secretions almost always occurs. The informa- 
tion obtained from a microscopic examination 
of a voided female specimen is unreliable and 
has led to grave diagnostic error. I wish to 
emphasize the error of this habitual proce- 
dure. Do not waste your time putting such 
a specimen under the microscope. 

In the male, the urine is collected in three 
containers. The first specimen, about fifty 
cc., contains the urethral secretions. The 
second specimen comprises most of the blad- 
der urine. For the third specimen, the bladder 
is emptied. When urine is properly collected 
it is often possible to locate the source of pus 
or blood with great accuracy. A study of 
the three specimens yields important informa- 
tion which may often be diagnostic. The 
chemical tests need be done on only one speci- 
men but microscopic examination is done on 
the centrifuged sediment of all three. The 
moist sediment is examined as usual for the 
presence of cells, casts and crystals. 

The presence of blood or pus in all three 
specimens equally indicates that the pathologi- 
cal process is in or above the bladder. The 
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differential diagnosis can be made only by 


urological examination. Cells in only the 


first specimen indicate that they are coming 


from either the prostate or the urethra. The 
presence of cells in only the third specimen 
indicates that they are being squeezed out of 
either the prostate or vesicle neck during the 
final contracture of the bladder. Cells or 
shreds in the first and last specimens indicate 
involvement of both the urethra and prostate 
or bladder neck. More detailed differential 
points are to be found in such a chart as that 
of Young.” These criteria give considerable 
aid in localizing the source of pyuria or he- 
maturia and should be used in the study of 
pyelonephritis, as well as in other urological 
studies. For it must be remembered that the 
source of an acute infection in a kidney or 
the bladder is often a chronically infected 
prostate. Conscientious and vigorous treat- 
ment of the upper urinary infection may be 
unsuccessful if the lower urinary infection is 
This is true of 
prostatic 


not suspected and treated. 
vaginal infections as well as 
infections. 

I wish to point out here another cause for 
urinary infections. It is customary for fe- 
males to use toilet tissue after stool by in- 
serting the hand between the thighs and 
drawing the tissue forward from the anus. 
The position of the urethra exposes it to con- 
tamination by the fecal material on the tissue 
This undesirable effect is eliminated if fe- 
males are cautioned to approach the anus from 
the side, as males do, and pass the tissue 
away from the vagina. I believe it would be 
particularly propitious for pediatricians to in- 
struct all girls in this technique of stool 
hygiene. 

The next step of investigation is the de- 
termination of the bacterial flora causing the 
infection. This is done by examining a smear 
of the urinary sediment which has been fixed 
and stained by the gram method. It is suffi- 
cient to know whether the organisms are 
gram-negative or gram-positive bacilli or 
cocci. Should more accurate identification be 
necessary, the case will justifiably require the 
attention of the urologist because other 
urological investigation will be necessary. 

The importance of identifying the bacterial 
agent causing the infection is due to the fact 
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that the urinary antiseptics are somewhat spe- 
cific in their efficiency. Inasmuch as these 
drugs are expensive, and may be toxic, it is 
not wise to administer them indiscriminately. 

Sulfanilamide* is most effective in urinary 
infections caused by bacilli and those associat- 
ed with prostatitis. Coccal infections do not 
subside readily to sulfanilamide; the Strep- 
tococcus faecalis is most resistant. In bacillary 
infections, sterilization of the urine can usual- 
ly be obtained by a dosage of forty grains of 
sulfanilamide daily in less than ten days. It 
is rarely necessary to give more than sixty 
grains daily since experience has shown that 
the smaller doses of sulfanilamide are ef- 
fective if given for slightly longer time. The 
usual precautions should be taken to prevent 
undesirable toxic reactions. The drug should 
be discontinued after ten to fourteen days. A 
second course, following a rest period of a 
week, is frequently more effective than the 
first course. 

Infections caused by coccal organisms often 
subside when neoarsphenamine is given intra- 
venously.’ The dosage is 0.2 Gm. followed 
every five days by 0.3 Gm. as long as there 
is definite improvement. If there has been 
no improvement after the second injection, 
further administration of neoarsphenamine 
will be of little value and other treatment 
should be instituted. 

The use of mercurochrome’ is restricted to 
those cases of acute pyelonephritis which are 
serious because of a prolonged high fever. 
When administered intravenously in small 
amounts, not to exceed ten cc. of a one per 
cent solution, mercurochrome is an excellent 
antipyretic. It is relatively safe but should 
not be repeated more than once. Even though 
the fever be terminated, it is necessary to give 
one of the urinary antiseptic drugs in order 
to eradicate the infection. 

The effective use of these drugs does not 
require control of the hydrogen ion concen- 
tration of the urine. Sulfanilamide is per- 
haps a little more effective when the urine is 
alkaline and permits the use of soda bicarbo- 
nate to prevent gastric irritation. 

Methenamine is a urinary antiseptic of wide 
use and abuse. The drug is effective only in 
an acid urine, and the lower the hydrogen ion 
concentration, the more effective the drug. 
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It has the advantage of permitting intra- 
venous administration when there is gastric 
intolerance. It has no specificity. The dosage 
of methenamine is 45 grains or more daily, 
divided into five or six doses. The urinary 
volume is limited to 1200 cc. in twenty-four 
hours in order to maintain a concentration of 
formaldehyde which is effective. Methe- 
namine is often ineffective because it is given 
in insufficient dosage, is diluted by a forced 
fluid intake, or is excreted in a urine which 
is highly alkalinized by citrus fruits. 

When it was found that acid urine is 
bacteriostatic in itself, diligent investigation 
was done to learn how urine could be acidified 
strongly. When all foods with an alkaline 
ash are eliminated from the diet, the urine 
normally becomes more acid. Clinically, the 
procedure is to prescribe an acid ash diet. 
The following chart lists many of the foods, 
segregating those with an alkaline ash from 
those with an acid ash. To acidify the urine, 
simply tell the patient not to eat the alkaline 
ash foods. Ammonium chloride or sodium 
acid phosphate may be administered to 
further assist in acidification of the urine. 

ALKALI-PRODUCING FOODS , 


Almonds Hazelnuts 

Apples Honey _ 

Apricots Horse-radish 

= sparagus Jams, except cranberry and 
rience plum (these fruits are 


Beans, dried 


Beans, fresh string acid- producing) 


Beans, lima, dried Jelly 

Beans, lima, fresh Leeks 

Beets Lemons | . 
Blackberries Lemon juice 
Cabbage Lettuce 

Cabbage, green Limes 

Cantaloupe Maple syrup 
Carrots Milk, cow’s, whole 
Cauliflower Milk, cow’s, skimmed 
Celery Milk, cow’s, condensed 
Cherries, red Milk, goat’s 
Chestnuts Milk, human 
Chocolate Molasses 

Cider Mushrooms 
Citron Muskmelon 

Cocoa Olives 

Coconut, dried Oranges 

Coconut, fresh Orange juice 
Cream Parsnips 
Cucumber Peaches, fresh 
Currants, dried Pears 

Currants, fresh Peas, dried 
Currant juice Pineapple 
Dandelion Potatoes, sweet 
Dates Potatoes, white 
Endive Pumpkin 

Figs, dried Radishes 

Figs, fresh Raisins 

Grapefruit Rhubarb 

Grape juice Rutabagas 


Grapes Spinach 
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Strawberries Watercress 


Tomatoes Watermelon 
Turnips Whey 
Turnip tops Wine, average 


ACID-PRODUCING FOODS 


Barley, pearl Meat— 
Bread, white Bacon 
Bread, whole-meal Beef 

Cake, plain Chicken 
Cheese Frog 
Clams, round Ham, boiled 


Clams, soft, long Ham, medium fat 


Cornflakes Ham, medium smoked 
Corn (maize), sweet Ham, smoked 
Crackers Liver 
Cranberries Mutton 
Doughnuts Pork, lean 
Egg, white Rabbit 
Egg, whole Veal 
Egg, yolk Meat Peptone 
Fish— Mustard 
Cod, salt Oatmeal 
Haddock Oysters 
Halibut Peanuts 
Herring, smoked Plums 
Mackerel Prunes 
Pike Rice, brown 
Salmon, fresh Rice, puffed 
Salmon, canned Rice, white 
Sardines Spaghetti 
Sansits Walnuts 


Wheat, bran 
Wheat, germ 
Wheat, puffed 
Wheat, shredded 


Flour, white 
Flour, whole-meal 
Lentils, dried 


Macaroni Wheat, whole 
NEUTRAL FOODS 

Butter Onions 

Corn flour Peas, fresh 

Lard Sugar 

Oils, vegetable Tapioca 


Eventually, it was found that certain acids 
are excreted through the kidney unchanged 
and have a bacteriostatic effect. Mandelic acid 
is one of these. Mandelic acid is most effec- 
tive in the treatment of pyelonephritis caused 
by gram-negative bacilli or the Streptococcus 
faecalis. When given intelligently, the results 
of mandelic acid therapy are very satisfactory. 
To be effective, mandelic acid requires a 
strong concentration and strong acidity of the 
urine. The concentration of mandelic acid in 
the urine must be at least one-half of one per 
cent. This is accomplished by administering, 
in the adult, ten to twelve grams of the acid 
daily while the fluid intake is restricted so 
that not more than 1200 cc. of urine are ex- 
creted in twenty-four hours. The acidity of the 
urine must have a hydrogen ion concentra- 
tion of 5.5 or lower. The efficiency of the 
drug increases remarkably as the acidity of 
the urine increases. The desired concentra- 
tion will usually be obtained by an acid ash 
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diet and the mandelic acid alone. Ammonium 
chloride can be administered, if necessary, in 
dosage of four to six grams daily as a sup- 
plement to mandelic acid. After adminis- 
tration for ten days, mandelic acid should be 
discontinued. If the urine is sterile, a second 
course is not necessary. If the urine is still 
infected, there should be a rest period of five 
days because the bacteria seem to become re- 
sistant to the drug and because prolonged 
administration sometimes produces — renal 
irritation. 

Mandelic acid produces gastric irritation 
and is disliked by many patients. It is avail- 
able in many forms, all of which are more 
or less expensive. For these reasons, I was 
interested in the announcement by Sisk and 
Toenhart’ that gluconic acid produces the 
same effects as mandelic acid. Use of this 
drug for the past year has convinced me that 
pyelonephritis due to gram-negative bacilli re- 
spond as well to gluconic acid as to mandelic 
acid. There are, in addition, several ad- 
vantages in the use of gluconic acid. The 
most important is that mandelic acid costs ten 
times as much as gluconic acid. There is no 
gastric irritation. There has been no evidence 
of renal irritation even when the dosage was 
excessive, as it was for one man to whom a 
double dose was given in conjunction with an 
investigation into another problem which has 
not been completed. The toxic effect which 
did manifest itself in this instance was an an- 
gioneurotic edema of the lips which subsided 
in eight hours after the drug was discon- 
tinued. This was accompanied by an eosino- 
philia of thirteen per cent and a_ mild 
lymphocytosis but, otherwise, all the chemical 
and microscopic studies on the blood were 
normal. Hermann’ believes gluconic acid can 
be taken for years without ill effect. There 
has been no hesitation in administering glu- 
conic acid in effective dosage. 

It has been evident that the properly se- 
lected urinary antiseptics are very valuable 
when given with due consideration to the fac- 
tors which are essential to their effective ac- 
tion. It is unfortunate that mandelic acid 
and methenamine have been ineffective in 
cases of pyelonephritis. But, too often, the 
failure is due to the physician rather than the 


drugs. Success will be erratic unless proper 


concentration is obtained and adequate acidity 
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is maintained. Too often does one see orders 
for methenamine, 10 grains three times a 
day, or mandelic acid, one gram every four 
hours; forced fluids and fruit juices to 4000 
cc. daily with a regular diet. Fruit juices 
alkalinize the urine. Four thousand cc. of wa- 
ter dilute the medication so that it is ineffec- 
tive. Such treatment may be successful but 
it is well to remember that a patient with 
acute pyelonephritis tends to recover spon- 
taneously on bed rest, restricted diet and 
forced fluids, without any medication. If 
however, treatment is not intelligent, there is 
usually no attempt made to be sure that a 
chronic infection does not continue. 

Pyelonephritis places a serious responsibili- 
ty before tle physician.” He must be careful 
that, after the acute symptoms subside, a 
chronic infection does not continue. Chronic 
pyelonephritis is a serious disability which 
requires urological investigation. Since pri- 
mary acute pyelonephritis seldom demands 
urological investigation, the physician is in 
need of some criteria which will aid him in 
determining the classification of the individual 
case. Though the urologist need see only 
a small minority of cases of pyelonephritis, 
early treatment of these cases is most 
desirable. 

The history is an extremely valuable aid. 
Recurrent acute urinary infections suggest 
chronic infection with exacerbation. Failure 
to respond to adequate treatment makes one 
suspicious of stasis. Symptoms of urinary 
tract irritation, such as enuresis, should not 
be disregarded. Hematuria is considered 
serious until proved otherwise. The presence 
of pus in properly collected urine requires 
careful observation, even though the pyuria 
be slight or sporatic. Abnormalities of the 
urinary tract are frequently multiple so the 
presence of one abnormality accompanied by 
evidence of infection, leads one to suspect 
other defects. 

These criteria assist in determining the 
necessity of urological consultation. Acute 
pyelonephritis tends to demand and secure 
adequate urological investigation. Chronic 
pyelonephritis, by its nature, is apt to lead 
to procrastination. It is my hope that this 
paper will lead to a more critical considera- 
tion of pyelonephritis and intelligent manage- 
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ment of the borderline cases of urinary tract 
infection. 
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A YOUNG DOCTOR LOOKS AT 
SOCIALIZED MEDICINE 
RiciArp C. CuMMING, M. D. 

Ocala 

A scientific paper on a subject such as so- 
cialized medicine, under constant survey and 
questioning, may seem impossible, but it may 
be of some value to give a brief review and 
some conclusions on the subject named. 

New diseases, new ideas and new treatment 
come up for a great deal of discussion, in- 
vestigation; trial and error at times may be 
necessary. Eleven years ago when I finished 
medical school “socialized medicine” was an 
unknown factor. It has sprung into the daily 
discussion in sewing circles, ladies’ aid soci- 
eties, bridge clubs, street cars and as table 
talk. 

As with many a new subject, a lot is said 
that is untrue and based on few or no facts. 
But perhaps it can well be said that this is one 
of the most vital considerations of the young 
doctor. It stands to reason that he is con- 
cerned. The older medical man has made his 
name and fame and will remain pretty much 
the same until age, disability, or death removes 
him from the active picture. 
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The medical student or even the interne 
can begin to adjust himself to the new order 
of things and set his course as he thinks best. 
But the young doctor must face a vital prob- 
lem and do his best to keep from failing to 
solve it. 

What is socialized medicine ? What do those 
who oppose it fear? What do those who would 
foist it on the community hope to gain? 

A simple definition of the socialized medi- 
cine under discussion today is government 
controlled and, we fear, politically controlled 
medicine. You hear of a national problem, a 
nation-wide need but, after all, the doctor 
serves a community, is a part of that group of 
people and especially is he concerned with how 
well he can serve his own group. 

The majority of doctors for the most part 
believe in tradition, in true altruistic service, 
and therefore do not place the financial end 
of their work foremost. I well remember Dean 
J. Whitridge Williams of Johns Hopkins tell- 
ing us, as a group of first year medical stu- 
dents : “If you are looking for a profession in 
order to make money or to get rich, don’t go 
any further here.” 

Perhaps some of us didn’t agree with him 
but we all, at least, had minds of our own. 
Modern advanced education tends more and 
more to leave a student to his own way of 
study and develops therefore an independent 
individual. This type of person becomes an 
asset to a community, thinking for himself 
and acting according to the best of his train- 
ing. He does not want to become merely a cog 
in the wheel or an instrument in a machine 
where there is no individual effort needed. Is 
he not apt then to oppose a move that will 
designate him as only a part of a political 
machine ? 

The gain, in the mind of a young doctor, 
to be gotten by those who urge this sort of 
practice, may be of several different kinds. 
First, there is the idea of a larger political 
organization with more control, more jobs to 
give and more patronage for the future. This 
is, indeed, a possible outcome. Then there is 
that unspoken feeling on the part of the poli- 
tical ruler that he has little or no control over 
the profession. He may control the press, the 
legal profession, the school, even the ministry 
or religious fields, but he has never had any 
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degree of control over the doctor. Further, 
there may be something of a so-called altru- 
istic feeling that perhaps some people aren’t 
cared for in a medical way as they should be 
and it would be quite a feather in the caps of 
those agitating socialized medicine if it went 
through to function on a nation-wide scale. 

Whatever the reasons may be given against 
or for this proposed radical change in the 
functioning of a profession that has brought 
into the world its would-be correctors and has, 
through times of depression, poor pay and 
criticism, gone right on doing a praiseworthy 
task, the young doctor in actual practice—for 
say from one to ten years—must look at this 
problem as it is today. And it is not impossible 
that his conclusions may help materially in a 
tangle that concerns the very future of his 
community. Certainly he should be given a 
chance to express his ideas and desires in a 
matter that so vitally concerns his own future. 
He may have spent ten years preparing for his 
particular life work. It means much if some- 
thing threatens to shake or destroy that. 

There are indeed chances for the young 
doctor to go into public health work, to be- 
come a part of the Army or Navy, to find a 
position as research man in large drug 
concerns and to obtain other salaried posi- 
tions here and there. But the fact that all these 
are controlled and that there is not that inde- 
pendence of action or even of thought so well 
developed in medical school and hospital train- 
ing makes many a man fear to enter these por- 
tals. Somehow such a future, even with all its 
assurance of security and a retirement safe 
and sound, doesn’t fit in with the dreams, 
hopes and plans of most young doctors. Those 
who desire such work can certainly make such 
a choice as things stand now. 

Although financial considerations may not 
be of first interest, still they are important. 
There may be a borrowed sum to be repaid or 
a feeling of definite obligation to an individual 
or group. Perhaps, some think, the easiest way 
out of this would be a salary or assured in- 
come. But most often the same spirit that has 
lead to long hours of study and worrying, dis- 
appointments and even a feeling of hopeless- 
ness in the face of human ills leads the young 
doctor to say “No” to what seems security. 
And he may go on to become a friend, advisor, 
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and leading citizen in his community because 
he has dared to believe in his own ability and 
thus his fellow citizens come to believe in him. 

I believe the older doctors have an opportu- 
nity to aid greatly in solving this problem. It 
is true that they have already done the greater 
part of their service and, if about ready to 
retire, will not be bothered by the question of 
regimentation, but their advice and thoughts 
on how they would have reacted in the same 
situation should be of great help to those in 
the thick of the fray. 

Many a young doctor worships an older 
man who has passed along the way and would 
emulate the work of such a man who has faith- 
fully carried out his part in serving the com- 
munity. Now is the time when effort and ad- 
vice in reaching a wise decision on this matter 
might well come from the older members of 
the profession. 

In the final analysis, there is no lack of med- 
ical care and no ill person need want for skilled 
and sympathetic attention, but there is need 
for training the public to impose less and co- 
operate more. It is often unjust calls on a phy- 
sician’s time and unnecessary trials of his pa- 
tience that lead to seeming lack of sympathy 
on his part. If the writers of novels, magazine 
articles, movies and other means of entertain- 
ing and enlightening the public would present 
the doctor’s side fairly and clearly, such fan- 
tastic ideas as government control of medi- 
cine—where a doctor would be told what to do 
and forced to do it—would be out of the ques- 
tion. 

As in research and advancement of science, 
there must be proof of the worth of things to 
be adopted, so there ought to be proof that so 
great a change as socialized medicine would be 
worthwhile. Such is not the case. Arguments 
are strong and feeling high against such radi- 
cal and uncertain procedures. You cannot help 
but wonder if those who would benefit most 
would be not the needy but the greedy. 

For the sake of the young doctor and his 
future, which is and always will be tied up 
with that of the community he serves, let us do 
our best to reject the improper and harmful 
effects of the socialized medicine as proposed 
today. 
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SYPHILIS 
A FEW GENERAL CONSIDERATIONS 


W. E. Murpuree_e, M. D. 
Gainesville 


It has been only a little more than two years 
ago that the word “syphilis” first appeared in 
bold type in one of our popular weekly maga- 
zines, along with a frank discussion of this na- 
tional health termite in calm, realistic lan- 
guage. The greatest single gain since United 
States Surgeon General Thomas Parran de- 
clared war on syphilis less than three years ago 
has been the fact that the old-time taboo on 
calling this disease by its right name and dis- 
cussing it above a whisper has been exploded. 
Syphilis—its causes, its various manifesta- 
tions, its proper treatment, its cure—is today 
the most discussed of all our public health 
and social problems. 

It is not the purpose of this paper to enter 
into a detailed discussion of the entire field of 
syphilis ; such would be impossible. The rami- 
fications of syphilis are almost inestimable. 
Osler has been quoted as saying that “to know 
syphilis and all its differential diagnoses is to 
know medicine.” Some 500,000 newly infected 
syphilis victims go to doctors each year for 
treatment, with another 600,000 advanced 
cases reaching doctors each year for the first 
time. It is estimated that 500,000 uninformed 
or misinformed syphilitics annually entrust 
themselves to quack “blood specialists” or to 
the chummy and warmhearted but not medi- 
cally trained corner druggist. And there is an 
unknown but doubtless large number of ad- 
vanced syphilis victims who have never re- 
ceived treatment at all. In view of these figures 
it should not be amiss to review again some of 
the more common aspects of this disease, even 
though, perhaps, they are familiar to all of us. 
The material in this paper has largely been 
taken from the bulletins on venereal diseases 
issued by the United States Public Health 
Service. 

Syphilis in the United States is the most 
prevalent of the major communicable diseases. 
The fact that there is from 50 to 100 times as 
much syphilis here as there is in Denmark, 
Sweden, and Great Britain cannot be ex- 
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plained on the grounds of local increased vi- 
rulence of the organism, decreased resistance 
in the host, or greater sexual promiscuity 
among our people. The inescapable answer is 
failure of the medical profession and of health 
officers to cope as adequately with syphilis as 
with other communicable diseases. The major 
failure is made up of several parts: inability 
even in the minds of physicians to disassociate 
morals and medicine; inability to diagnose 
syphilis ; and inability to treat it properly once 
it has been diagnosed. In Scandinavia and 
Great Britain the management of syphilis has 
been, for the past quarter century, largely a 
function of the State. Treatment is free to all, 
and is centralized in the hands of a few ex- 
perts. These facts are in part responsible for 
their success. In the United States it is not 
only undesirable but also because of political 
diversification, probably impossible for the 
State to assume the burden to the extent prac- 
ticed abroad. Further, it is unnecessary for the 
State to do so if the medical profession will do 
its part. If syphilis is to be controlled every 
physician in the United States must cooperate 
(a) in the diagnosis of the disease among his 
patients, and (b) in perfecting himself in 
methods of treatment for the uncomplicated 
case, or, if he does not care to do this, in refer- 
ring his syphilitic patients to other physicians 
skilled in treatment methods. The attack can- 
not be made by the medical profession alone. 
Law enforcement officers engaged in the sup- 
pression of prostitution, educators concerned 
with the sex education of children, agencies 
providing substitutive recreational activities, 
the clergy, all have their part. So far as the 
physicians are concerned, however, two points 
seem clear if the fight is to be won: (1) the 
doctor should confine himself to the medical 
aspects of the situation, leaving other phases 
to those better qualified; (2) every doctor 
must be prepared to play his part. This part is 
played in the three major elements of the con- 
trol program: prophylaxis, diagnosis, and 
treatment. . 
PROPHYLAXIS 

The social prophylaxis of venereal disease 
is more properly the task of other agencies 
than of the medical profession. Nevertheless, 
these agencies will not be able to act intelli- 
gently unless they are provided by physicians 
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with accurate knowledge of venereal diseases, 
and such knowledge should likewise be made 
freely available to the general public. The phy- 
sician should bear his fair proportion in the 
community burden of proper sex education 
and instruction in the schools, of providing 
adequate facilities for recreation for adoles- 
cents, of suppressing legalized prostitution, 
and of educating the press to an intelligent 
attitude toward venereal disease. 

Medical measures of prophylaxis may be 
classified as chemical, chemotherapeutic, and 
mechanical. 

Chemical prophylaxis is really early treat- 
ment applied before the organisms have had 
time to penetrate the tissues. It can prevent in- 
fection with all venereal diseases if properly 
applied and used early enough. It is most 
effective if applied within the hour after ex- 
posure and rapidly decreases in value as the 
interval between exposure and_ treatment 
lengthens. It is still of some value, especially 
against syphilis, as late as eight hours after 
exposure. Under conditions of military con- 
trol, especially in our own Army and Navy, 
chemical prophylaxis has been brilliantly suc- 
cessful in reducing the incidence of venereal 
disease. Unfortunately, in civilian life it is 
practically unworkable since men will not take 
it except under compulsion. The civilian sub- 
stitute for the Army technique is the prophy- 
lactic tube, of which several varieties are on 
general sale. All of them depend on the in- 
corporation in a single ointment base of a com- 
bination of chemicals supposedly effective 
against both gonorrhea and syphilis. Although 
the use of this tube may not obviate the neces- 
sity of the preliminary thorough scrubbing 
with soap and water, such tubes may do some 
good in prevention. Their sale should be en- 
couraged, and research efforts to improve 
them continued. 

Chemical prophylaxis has, however, a high- 
ly important place in the prevention of acci- 
dental infection with syphilis among doctors, 
nurses, and dentists. In the ordinary handling 
of infectious lesions, even if there are abra- 
sions on the fingers, immediate thorough 
washing with soap and water is adequate pro- 
tection. In the case of scratch or puncture 
wounds with infected instruments, the wound 
should be laid open with a sterile scalpel to the 
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approximate depth of the puncture and should 
be packed with 33 per cent calomel ointment 
which is allowed to stay in place for twenty- 
four hours under a sterile dressing. 

Three methods of chemotherapeutic prophy- 
laxis are advocated: (1) the oral use of sto- 
varsol, a pentavalent arsenical, both before and 
after exposure; (2) frequently repeated intra- 
muscular injections of bismuth during the ac- 
tive period when exposures may be expected 
to occur; and (3) the intravenous injection of 
an arsphenamine after exposure. 

Stovarsol may be dismissed from the present 
consideration because the case for it has not 
yet been proved, and because the drug is too 
toxic. Bismuth prophylaxis, applicable to a 
group of prostitutes, is obviously useless in 
ordinary practice since it is tantamount to the 
continuous antisyphilitic treatment of non-in- 
fected persons. 

The proposals for arsphenamine prophy- 
laxis are so far limited to those individuals 
exposed to a known infectious syphilitic. It is 
open to the objection that if it is carried out 
the infection may be only suppressed instead 
of eradicated. If the patient chooses early pro- 
phylactic treatment it should be given not later 
than forty-eight hours after the suspected ex- 
posure, and it should consist not of one or two 
arsphenamine injections, but of at least one 
complete arsphenamine course followed by a 
course of bismuth or mercury. Follow-up 
should be carried out as though the patient had 
actually been infected. If the patient is un- 
willing to subscribe to all of this, especially 
the probationary follow-up, it is far better to 
withhold prophylactic arsphenamine and to 
observe him closely for the appearance of 
lesions or the development of a positive blood 
serologic test before treatment. 

Since neither chemical nor chemotherapeu- 
tic prophylaxis is at present suitable for wide- 
spread application in practice, the main hope 
of prevention of syphilis and other venereal 
diseases is mechanical prophylaxis, the con- 
dom, This is a method which is simple, pain- 
less, inexpensive, affords protection against all 
the venereal diseases and to both sexes at once, 
and which, applicable before and during the 
act of intercourse, eliminates the psychologic 
hazards associated with the other methods. Its 
chief drawbacks at the present are the poor 
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quality of some of the condoms on the market, 
the refusal of some types of individuals to use 
them, the ignorance of others as to their ef- 
fective use, and the possibility of infection 
with syphilis on areas not covered by the 
condom. 

A more certain method of prophylaxis, well 
within the power of the medical profession and 
already successful in Scandinavia and Great 
Britain, lies ready at hand in the prevention 
of spread of infection by means of the early 
and adequate treatment of every infected per- 
son. The plan of medical attack on syphilis is 
based on two major steps: (1) find infected 
persons with early syphilis, and pregnant 
syphilitic women, and bring them under treat- 
ment; (2) keep them under treatment long 
enough to accomplish non-infectiousness. 


DIAGNOSIS 

Syphilis is no respecter of persons, occupa- 
tion, education, or financial status. While it is 
true that anong Negroes and among whites in 
the lowest educational groups the incidence is 
highest, no group is exempt. Infection usually 
occurs in youth or in early adult life. 

In all stages of the disease, syphilis tends to 
mimic other diseases. Few patients consult a 
physician complaining of syphilis. Their com- 
plaints are as diversified as human complaints 
can be. Thus no physician who sees patients, 
no matter what his specialty, can fail to num- 
ber syphilitics among his clients. Most often, 
perhaps, they consult the family physician or 
the general practitioner, but they also go direct 
or are referred to the various specialists. The 
duty, then, of all physicians lies in the recog- 
nition of the prevalence of syphilis and a will- 
ingness to consider it as a diagnostic possi- 
bility, the recognition of the extent to which 
syphilis can imitate or be imitated by other 
diseases and the fallibility of clinical diagnosis, 
and the willingness to check clinical observa- 
tion by the performance of the serologic test. 

The diagnosis of primary syphilis is a lab- 
oratory procedure. The textbook descriptions 
of the clinical characteristics of chancre, as 
compared with chancroid, herpes, scabies, etc., 
are valueless in general practice. The primary 
lesion of syphilis may be a tiny abrasion, a 
ragged, dirty, painful, non-indurated ulcer, or 
a typical Hunterian chancre. The diagnosis 
cannot be made with certainty by looking at it 
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or feeling it. Every genital sore, in the male or 
female, and every extragenital sore which fails 
to heal properly, should be considered possibly 
syphilitic until it can be proved to be otherwise. 

When the chancre is less than ten days old, 
the dark field is 90 to 95 per cent efficient, 
while at this same time the blood serologic test 
is usually negative (about 40 per cent may be 
positive). Up to the fifth week about 80 per 
cent of untreated primary sores may be identi- 
fied with the dark field. Thereafter the per- 
centage of positive dark-field examinations in 
undoubted chancres declines rapidly while the 
percentage of positive serologic tests rises, so 
that by the sixth week the serologic test is al- 
most always positive. 

For all physicians, except the expert and 
often even for him, the diagnosis of secondary 
syphilis is also a laboratory procedure. There 
are no less than 38 skin diseases, 22 diseases 
involving the buccal mucous membranes, 14 
diseases of the genital mucous membranes, 16 
diseases of bones and joints, and 7 ocular dis- 
eases which early syphilis may resemble. The 
safe rules for the general practitioner are as 
follows: 

1. Any lesion which was possibly primary 
syphilis, i. e., any genital lesion in male or fe- 
male, any indolent extragenital lesion, may be 
followed by secondary syphilis. Do a three- 
month serologic follow-up. 

2. Any generalized skin eruption, no mat- 
ter what its appearance, may be secondary 
syphilis, Do a serologic test. 

3. Any sore mouth or throat which does 
not heal in ten days, no matter what its ap- 
pearance, may be secondary syphilis. Do a 
serologic test. 

4. Any unexplained patchy loss of hair 
may be secondary syphilis. Do a serologic test. 

5. Any iritis may be secondary syphilis. 
Do a serologic test. 

6. <Any polyarticular arthralgia — acute, 
subacute, or chronic infectious arthritis—may 
be secondary syphilis. Do a serologic test. 

Fortunately the blood serologic test has its 
greatest value at the time of the secondary out- 
break. It is safe to say that in the presence of 
a generalized skin rash, a negative serologic 
test from a competent laboratory makes the 
diagnosis of secondary syphilis highly im- 
probable. However, if in doubt, have the test 
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repeated. One should not be satisfied with one 
negative report. 

All syphilitic infections are latent at some 
time in their course and, in most instances, 
after healing of early syphilis are latent most 
of the time. Latent syphilis is not clinically 
recognizable; it can be identified only by rou- 
tine serologic testing, 

What has been said as to latent syphilis is 
especially true of the disease during preg- 
nancy. The lesions of syphilis are suppressed 
by pregnancy, and in 9 cases out of 10 syphilis 
in the pregnant woman is not clinically recog- 
nizable. Congenital syphilis can be prevented 
only if every doctor will do routine serologic 
tests on every pregnant woman as early as 
possible in pregnancy. If done and found neg- 
ative before the fifth month the test should be 
repeated at the seventh month to guard against 
the possibility of infection late in pregnancy. 

The difficulty of clinical diagnosis in early 
syphilis is multiplied a hundredfold in late 
syphilis. It is too much to expect of the aver- 
age physician that he shall be a competent der- 
matologist, roentgenologist, orthopedist, in- 
ternist, ophthalmologist, cardiologist and neu- 
rologist. The only way out of this diagnostic 
dilemma is, as previously suggested: (a) a 
realization that there may be confusion be- 
tween syphilis and other diseases, a willingness 
to consider syphilis as a diagnostic possibility ; 
(b) free use of the serologic test. If this were 
done whenever the possibility of syphilis ex- 
ists, and equally when it is not especially sug- 
gested, i. e., as examination routine, 90 to 95 
per cent of all cases would be properly diag- 
nosed, and only 5 to 10 per cent missed. 


In general, physicians may be divided into 
three groups, so far as the treatment of syph- 
ilis is concerned : 

(1) A group which, lacking knowledge of 
the fundamental technical procedures of veni- 
puncture, intramuscular injection, lumbar 
puncture, asepsis, and the preparation of 
drugs, should not attempt to treat the disease 
at all. Such physicians should refer all syph- 
ilitic patients to a more experienced colleague 
or to a clinic. The technical procedures in- 
volved are of such a nature as to require prac- 
tical experience; they cannot be learned from 
texts or figures. 
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(2) A group able to perform these proce- 
dures, but lacking detailed knowledge of 
choice of drugs, reactions, clinical and sero- 
logic response of patients, etc. This group may 
and should treat patients with syphilis pro- 
viding they adhere rigidly to standard out- 
lines of treatment prepared for such patients 
on the basis of massive clinical experience, and 
providing they seek expert advice in regard to 
individualized treatment procedures or sched- 
ules, 

(3) Expert syphilologists capable of hand- 
ling any treatment situation. 

A routine plan of treatment, which might be 
strictly adhered to by the relatively inexperi- 
enced practitioner though modified at will by 
the expert, is desirable in early syphilis as op- 
posed to late syphilis, where extreme individ- 
ualization of treatment is often necessary. 
There is general agreement as to the best 
scheme of treatment for early syphilis though 
differences of opinion between specialists may 
occur on minor points. This scheme of treat- 
ment will not be reviewed here as it should be 
familiar to all and, if not, is readily available 
in numerous bulletins, journals, texts, or drug 
literature. 

The phrase, “early treatment,” needs still 
further definition. With cooperation on the 
part of the patient, it is possible to “cure”’ 
almost 100 per cent of patients with seronega- 
tive primary syphilis when the chancre is, on 
the average, of less than fourteen days’ dura- 
tion. By the time the patient with primary 
syphilis has developed a positive blood sero- 
logic test or the lesions of secondary syphilis, 
“cure” is possible under the best of treatment 
in only about 80 per cent. This means literally 
that a few days’ delay in starting treatment 
may mean the difference between “cure” and 
“no cure.” 

The Cooperative Clinical Group studies have 
demonstrated the superiority of arsphenamine 
to neoarsphenamine in early syphilis, produc- 
ing 16 per cent more satisfactory results with 
4 per cent less clinical relapse. It is in use in 
most large American syphilis clinics. How- 
ever, its proper neutralization with alkali 
makes its preparation so difficult for the un- 
skilled practitioner that he is usually unwilling 
to undertake it. This fact, together with the 
greater amount of time necessary for its ad- 
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ministration has led to the much more wide- 
spread use of the simpler neoarsphenamine. 
Nevertheless, arsphenamine remains the arsen- 
ical drug of choice in early syphilis. 

Neoarsphenamine is therapeutically less 
active than arsphenamine and if employed in 
early syphilis should be used in corresponding- 
ly larger doses and in longer courses. Rough- 
ly, for each 0.1 gm. of arsphenamine, a cor- 
responding dose of 0.2 gm. neoarsphenamine 
should be used. 

Mapharsen is a new product recently intro- 
duced. Chemically, it is arsenoxide, the thera- 
peutically active breakdown product of all 
other arsphenamines. Experimentally it is 10 
times as toxic as arsphenamine and is used in 
correspondingly small doses. Mapharsen is 
still in the experimental stage, and its final 
value in the treatment of early syphilis will 
not be determined for some years. Early 
studies indicate, however, that it is at least 
equal to and possibly superior to neoarsphena- 
mine as regards the disappearance time of sur- 
face organisms, healing of lesions, and sero- 
logic reversal in early syphilis; and that it pro- 
duces distinctly fewer mild and serious re- 
actions than any other of the arsphenamines. 

Silver arsphenamine may be occasionally 
used in early syphilis if avoidance of “ether 
odor” and mild reactions is desired. Argyria 
may follow its long and continued use. 

Sulfarsphenamine has no place in the treat- 
ment of adults because of its tendency to pro- 
duce serious reactions. Infants and young 
children tolerate it well. It is never given intra- 
venously, but intramuscularly. 

Tryparsamide is useful only in neurosyph- 
ilis. 

Acetarsone (stovarsol) has been recom- 
mended for oral administration in the treat- 
ment of syphilis, especially congenital syphilis. 
It is still in a highly experimental stage, and 
its use is not advised. 

Other arsenical drugs than those mentioned 
should not be employed by the inexperienced 
physician. 

Except under unusual circumstances, early 
syphilis cannot be cured by the arsphenamines 
alone; it is necessary to combine them in some 
fashion with bismuth or mercury or both. It is 
even more unjustifiable to attempt to cure 
early syphilis with bismuth or mercury to the 
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exclusion of the arsphenamines, Bismuth acts 
in much the same way as mercury but is thera- 
peutically more active. Also, dose for dose, 
bismuth is much less likely to produce toxic 
effects than the insoluble mercury salts. In 
most cases of syphilis, therefore, bismuth has 
completely replaced mercury and the practi- 
tioner will rarely if ever have occasion to use 
the latter. Its chief indication is in alternation 
with bismuth in a patient permanently sensi- 
tized against the arsphenamines. 

The only definite evidence of “cure” of 
syphilis in man is reinfection. Tissue trans- 
fer, the best criterion in the experimental ani- 
mal, has not yet been shown to be applicable 
to man. Necropsy evidence is of no practical 
value in attempting to decide the question of 
“cure” in a living person. 

Prolonged clinical observation is the only 
satisfactory test of “cure.” In concrete terms 
this means, immediately following the comple- 
tion of treatment, there is a full year of proba- 
tion during which the patient receives no treat- 
ment, develops no lesions of syphilis, and the 
blood serologic reaction tested at frequent in- 
tervals of at least every two months remains 
permanently negative. At the end of a year a 
complete physical and neurologic examination 
must show no evidence of progress of the dis- 
ease, especially in the nervous system or car- 
diovascular apparatus. Furthermore, the ab- 
sence of involvement of the nervous system 
must be demonstrated, not only by freedom 
from neurologic signs but also by a negative 
examination of the cerebrospinal fluid. A phy- 
sician who dismisses a patient as “cured” 
without a routine spinal puncture is criminally 
negligent. 

If a patient completes the requisite amount 
of treatment and fulfills these fairly rigid cri- 
teria during the period of probation he may be 
regarded as probably “cured,” and, if he de- 
sires, allowed to marry. He should not, how- 
ever, be discharged from further observation. 
Every effort should be made to keep him under 
observation throughout life, This is the only 
assurance which can as yet be offered against 
insidious unrecognized progression or relapse. 
After the first probationary year a yearly 
physical examination and blood test, without 
repetition of the spinal fluid if twice negative 
previously, is in order. Teleroentgenographic 
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and cardiologic study of the heart and great 
vessels is desirable by the fifth year and there- 
after as the physical examination indicates, 
but at least with repetition in the tenth year. 
Only by such supervision can the greatest se- 
curity be insured for the patient. 


DISCUSSION 

The question most frequently asked of the 
consultant syphilologist is what to do for the 
patient with a persistently positive serologic 
test of the blood. Seroresistance depends upon 
a variety of factors, some of which are now 
definitely known. These are: 

1. The sensitivity of the serologic test em- 
ployed. 

2. In early syphilis, seroresistance may be 
regarded as a manifestation of persistant foci 
of organisms or progressive activity. In late 
syphilis, on the contrary, it may result entirely 
from the persistance of a well-established im- 
munity. 

3. The type of syphilitic infection at the 
beginning of treatment. The incidence of sero- 
resistance varies from about 10 per cent in 
patients with early syphilis to about 75 per 
cent of those who first come under treatment 
with general paresis. 

4. In early syphilis, three other factors are 
of importance. 

(a) The type of treatment given, Of those 
treated continuously, only 11 per cent are sero- 
resistant; of those treated intermittently, 37 
per cent; and of those treated irregularly and 
haphazardly, 68 per cent. 

(b) Seroresistance is associated with a 
high proportion (about 40 per cent) of asymp- 
tomatic neurosyphilis. 

(c) Relapse occurs nearly five times as 
often in seroresistant early syphilis as when 
serologic reversal is secured by treatment. 

5. In late syphilis, on the contrary, there 
is no relationship between seroresistance and 
type of treatment, or incidence of asymptoma- 
tic neurosyphilis, and relapse or progression is 
no more frequent in seroresistant patients 
than in those whose tests reverse. 

What is to be done for the patient who man- 
ifests seroresistance ? 


Be‘ore answering this question, it is essen- 
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tial to re-emphasize the aims of treatment of 
syphilis, early or late. These are: 

1. The healing of lesions and the relief of 
symptoms ; 

2. The maintenance of good health, and 
the prevention of progression or relapse; 

3. And, least important, serologic reversal. 

If the first and second aims can be accom- 
plished, success or failure in the third is, or 
should be, a matter of complete indifference to 
physician and patient alike. If the patient can 
be restored to health and kept so for a life 
time, seroresistance may be regarded as en- 
tirely analogous to the persistence of a positive 
tuberculin test in a patient recovered from tu- 
berculosis, or a positive Widal test in one re- 
covered from typhoid fever. Efforts to abolish 
the persistently positive tuberculin or positive 
Widal test are agreed to be both unnecessary 
and futile. 
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LOW BACK PAIN 
James M. HorrMan, M. D. 
Pensacola 

So much has been written on this subject 
and so many ramifications of etiology have 
been considered that it may seem superfluous 
to discuss another phase of etiology. How- 
ever, my experience would seem to justify a 
record of the following observations. 

Several years ago, in examination of a fe- 
male patient, who complained of low back- 
ache in addition to many other symptoms, I 
discovered a small nodule over the sacro-iliac 
joint, which was extremely painful to pres- 
sure. I thought nothing of this finding at that 
time, as I considered that it probably was an 
enlarged lymph node, which was secondary to 
pelvic inflammation. Subsequent to that ex- 
perience on several occasions, I noticed the 
same phenomena, but did not look for the con- 
dition, routinely, as I still considered that it 
was probably an enlarged lymph node. 

Last year (July 1938) in examination of a 
female patient to determine the cause of a per- 
sistent backache, I found the same enlarge- 
ment at that site. Her history revealed that she 
had been operated upon about two years pre- 
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viously. A small ovarian cyst had been re- 
moved, a retroverted uterus was suspended 
and her appendix was removed. Her principal 
complaint over a period of years had been a per- 
sistent backache. The operation had not re- 
lieved her symptoms. Subsequent to this she 
had a cauterization of her cervix and wore a 
ring pessary for several weeks. Her back 
symptoms persisted. 


At my examination, I found a hard nodule 
over both sacro-iliac joints, posteriorly. The 
left one was larger than the right. Pressure 
over this enlargement caused severe pain 
which was similar to the pain experienced by 
the patient which had persisted over the sev- 
eral years past. At this time, I decided to in- 
ject the enlargement with novocain. This was 
done, and the patient was relieved for a short 
while. With this result, I felt justified in ad- 
vising the removal of this growth. After re- 
moval under novocain anesthesia, the patient 
was completely relieved of the entire chronic 
backache. Pathologic section of the tissues 
removed showed nerve tissue. She has had no 
recurrence of symptoms to this date. 


Since that time, I have routinely examined 
every patient for this condition, whenever any 
symptoms would suggest it. I have been 
amazed to find the large number of women 
who have such an enlargement with more or 
less definite symptoms. I have had no experi- 
ence with similar conditions in the male as my 
observations have been made only in the fe- 
male. 

I would like to summarize for your con- 
sideration the results of my observations. 


Symptoms. Back pain experienced over a 
number of years. These patients have usually 
had the experience of several examinations 
and treatment aimed at correction of some 
definite or indefinite pelvic pathology. I have 
found no definite association of this condition 
with any special pelvic pathology. 

Physical Findings. There is a definite no- 
dule varying in size from a pea to the size of 
a small bird egg, on one or both sides, usually 
larger on one side. The enlargement gives the 
impression to the palpating finger of a lymph 
node similar to the enlarged cervical lymph 
nodes associated with a chronic tonsillitis. The 
enlargement is situated deep against the bone 
in the region posterior to the sacro-iliac joint. 
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Pressure over the enlargement will cause a 
sharp pain which radiates in all directions 
from this focal point and may even cause pain 
into the thigh, similar to pressure over a super- 
ficial nerve. 

Pathology. 1 felt convinced when I decided 
to remove the first enlargement that I would 
find a lymph node. No lymph tissue was pres- 
ent. I have not been able to determine the exact 
type of nerve tissue present, from the pathol- 
ogist at this writing. I expect in the future to 
give a more definite discussion of the pathol- 
ogy after more study of tissue removed in the 
future. No gross association of nerve fibres 
were demonstrable at removal. I am of the 
opinion that these nodes are associated with 
the sympathetic system. 

Treatment, The only permanently successful 
treatment in my experience has been removal. 
I have used alcohol injections in two cases 
with only partial relief. In no instance have we 
had recurrence of symptoms after complete 
removal. 

Conclusions. 

1. The occurrence of nodes in the poste- 
rior sacro-iliac region is a definite factor in the 
production of low back pain. 

2. The nodes are neural in origin, the 
exact pathology not being definite at this time. 

3. Proper examination of every patient 
suffering with low back pain should be made 
to determine if this condition be present. 

4. Complete removal of the node or nodes 
should be done to relieve the symptoms. 

1221 E. DeSoto St. 





TRAUMATIC SURGERY IN A SMALL 
HOSPITAL 
GeorGE M. ZEAGLER, M. D. 
Palatka 

It is not my aim in this short paper to show 
that traumatic surgery is any different in a 
small hospital than it is in a large one. Iden- 
tical principles of surgery should be employed 
in both of them if the best results are to be 
obtained. The same mechanical contrivances 
and identical precautions are to be followed. 
Neither is it the aim of this paper to cover so 
vast a field as the title of “Traumatic Sur- 
gery” may portend, as this embraces multipli- 
city of injuries ranging from a simple brush 
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wound to a depressed fractured skull. A small 
hospital in a small city with a sparsely settled 
hinterland is called upon to treat this variety 
of injuries daily. Its facilities are not restricted 
to human beings. A small fox terrier hobbled 
to our hospital after he was run over by a car, 
and an x-ray revealed a fractured foreleg. The 
animal was not turned away. His leg was 
splinted, and he was turned out in the yard 
where he remained until the bones healed and 
the splint was removed. 

Traumatic surgery is not elective. It cannot 
be postponed and is often a life-saving meas- 
ure. The prognosis is as good as our facilities. 
A simple laceration, sutured with unsterile 
thread, will not always heal by first intention 
and will usually result in infection, sloughing, 
and scarring irrespective of our technique of 
approximation of edges for ideal cosmetic re- 
sults. Traumatic abdominal operations may be 
technically perfect, but lack of facilities for 
supportive measures in postoperative condition 
will nullify the good technique and the pa- 
tient will die. In other words, “the operation 
was a success, but the patient died.” Perfect 
technique in reduction of fractures about the 
elbow is all for naught if the patient develops 
Volkmann’s contracture. 

Those of us who work in a small hospital 
and attempt to give the community the best 
emergency service are up against an economic 
problem. Statistics at our hospital show that 
75 per cent of all traumatic surgery is in- 
cident to transportation, and a vast majority 
of these rescued from automobile wrecks. The 
other 25 per cent include injuries by firearms, 
fights, household accidents and those of in- 
dustry. This being a tourist state, the im- 
proved highways account for the high per- 
centage of traumatic surgery resulting from 
automobile accidents. Larger industrial centers 
would experience a higher percentage of in- 
dustrial accidents. 

Emergency surgery is defined by Mock in 
his work on /ndustrial Medicine and Surgery, 
as the first treatment rendered by the surgeon 
to an injured person, explaining that in most 
industrial plants, the first aid is given by a 
layman who has been trained in first aid work, 
or by a nurse. Every wound not made with 
surgical intent is a potentially infected wound. 
The chief objects should be to stop hemor- 
rhage, overcome shock, prevent infection, and 
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obtain the smallest possible amount of dis- 
figurement. 

Usually there is a varying degree of con- 
tusion present also, which requires a debride- 
ment. The usual procedure in the treatment of 
such a wound is, first, to control hemorrhage 
with hemostats or by the use of a tourniquet. 
If a tourniquet is used, it should be watched 
carefully and not left on too long at one time. 
Immediate application of an antiseptic is nec- 
essary on all open wounds. Tincture of io- 
dine, merthiolate or mercurochrome 2 to 5 per 
cent have been found to be good, but it is my 
experience that irrigation of the wound with 
saline, boric acid or some weak solution for 
thorough cleansing and the application of an 
antiseptic which is the least caustic to tissues, 
gives the most satisfactory results. It is often 
necessary that the region be anesthetized, us- 
ing 1 per cent novocain injected with a small, 
sharp needle. Some degree of anesthesia may 
be obtained by saturating a piece of gauze 
with the novocain solution. When the de- 
sired anesthesia is obtained, the wound is 
thoroughly examined, and all dirt and foreign 
material are removed along with non-vital 
tissue. All muscle that appears discolored, fails 
to bleed, or has lost its power of contractility, 
must be removed. It is in this type of wound 
in which the dreaded complication, gas gan- 
grene, is most likely to set up. If there is a 
great deal of tissue destruction and the wound 
is deep, it is often wiser to place Dakin tubes 
in the wound, leave it open, and have the tubes 
irrigated with Dakin’s solution for from 48 to 
72 hours. 


In comparatively clean wounds, and if there 
is little tissue damage, drainage is usually un- 
necessary and inadvisable, particularly in lac- 
erations of the face where the amount of scar 
formation is of so great importance. These 
should be closed with interrupted fine silk 
sutures or horsehair, approximating the skin 
edges with greatest of care. In deeper wounds, 
it is thought best to insert a piece of rubber 
tissue at one end of the wound to take care of 
serum formation and to provide an exit for 
purulent exudate should there be an infection 


present. Interrupted silk sutures are preferred - 


to metal clips in practically all traumatic 
wounds, because the skin is often difficult to 
approximate, and the sutures will hold the 
edges together more firmly. 
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The treatment of fractures in a small hos- 
pital again is not different from the treatment 
in a larger one. For fractures of the shafts of 
the long bones of the leg and thigh, suspen- 
sion traction is used. The chief object in the 
treatment is to relieve pain and shock and 
avoid added displacement and trauma. For 
traction of the extremities, Buck’s extension 
is best for temporary use, or a Thomas splint 
for transportation. All fractures are x-rayed 
before reduction and the simplest ones re- 
checked a few days after reduction. When- 
ever necessary chloroform or other anesthesia 
is used during reduction. 

In fractures of the bones of the arms, we 
use a temporary aluminum splint and as soon 
as edema is gone, we usually put on a plaster 
splint or a plaster cast if one is necessary. 

I might say here that among the most com- 
mon minor wounds we have to contend with 
are contusions, abrasions, lacerations, punc- 
ture wounds, foreign bodies in eye, foreign 
body penetration of soft parts, strains and 
sprains. The chief complications are infections, 
ulcers, and scar contractions. 

Our most common major wounds are frac- 
tures, dislocations, crushing wounds, penetrat- 
ing wounds, loss of members, injury to 
nerves, blood vessels and viscera and brain in- 
juries. Special trauma such as traumatic her- 
nia, orchitis, traumatic pleurisy, appendicitis 
and traumatic neurosis is sometimes seen. 
These may appear singly or be accompanied 
by one or more of the others. 

We had a very interesting example of what 
we considered a traumatic appendicitis the 
other day. A young woman was in an auto- 
mobile wreck, and on admission to the emer- 
gency room for treatment and examination, 
we found that she complained of severe pain 
in her foot and right chest. Not being able to 
bear her weight on her foot, it was x-rayed 
and found to be fractured. X-ray of chest re- 
vealed fractured ribs. Ribs on the right side 
were strapped, aluminum splints applied to 
foot, and an examination made for any other 
damage she might have received in the wreck. 
Finding none, she was told to go home and 
report back in two days to have a plaster cast 
put on her foot. On the next day, I was called 
to see her, and found after careful physical 
examination and laboratory examination, 
that she apparently had an acute appendicitis. 
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She was immediately operated upon and 
found to have an acute appendicitis which 
was believed to be of traumatic origin. She 
had an uninterrupted recovery from the oper- 
ation but is still wearing a cast on her foot. 

In those cases where there are signs of cere- 
bral injury in which no fracture of the vertex 
can be demonstrated, we consider the fracture 
as basal until proved otherwise. In some cases 
of basal fractures, it is not always possible 
to demonstrate the fracture but severe cere- 
bral injury is frequently obvious as recog- 
nized by the symptoms and signs. Traumatic 
surgeons have long recognized the fact that 
it is the severity of the brain injury and not 
the type of bony injury that determines the 
prognosis of head injuries. We had a young 
girl in the hospital who was unconscious for 
about three weeks as a result of an automo- 
bile wreck and who was suffering from brain 
injury although the x-ray of her skull did 
not disclose any injury. She also received a 
bad fracture of the femur which, because it 
was thought she would never recover, was 
treated more or less conservatively. How- 
ever, after several days, it was noted that 
she would probably live. Her leg was looked 
after more carefully by applying traction 
with a Thomas splint.- Later on, when she 
was out of danger of shock, a pin was put 
through the lower end of the femur with 
traction. The young woman was in bed for 
some time, but today she walks as well as she 
ever did. 

We had a very interesting case of trau- 
matic aneurysm. A colored patient had a 
fracture of his tibia and fibula which on 
x-ray showed a simple transverse break 
which was put up in an aluminum splint with- 
out traction. Because of what appeared to be 
a large hematoma, he was not placed in a cast. 
By the time the fracture should have healed 
and the hematoma absorbed, the enlargement 
was still there. He was seen by several sur- 
geons, and we decided it was a slow absorbing 
type of hematoma. At the eighth week, we de- 
sided to insert a needle to see if there was any 
serum or exudate. Finding none, we made a 
small incision, and the blood spurted to the 
top of the room. We then knew he had a 
traumatic aneurysm. Later on, a transfusion 
was given him, and we operated for the an- 
eurysm. The anterior tibial vessels were ligated 





proximately and distally, and an immense sac 
was removed. I call attention to this case for 
the purpose of being on guard for traumatic 
aneurysms where a hematoma would suggest 
itself. The posterior vessels and collateral 
circulation took care of the circulation, and at 
no time did he have edema of his foot. 

One evening I was called out in the country 
to see a small boy who had been kicked in the 
abdomen by a cow. He was complaining of se- 
vere abdominal pain, had abdominal rigidity, 
and was in shock. A laparotomy was _per- 
formed that night, and on opening the abdo- 
men we found free blood and a perforated 
jejunum. The free blood was removed and the 
hemorrhage checked. The jejunum was re- 
paired, drains placed in position, and the ab- 
domen closed in the usual manner. He had an 
uneventful recovery. 

The most important thing about traumatic 
surgery, especially in the long drawn out cases, 
is the financial side of it. About 80 per cent 
of the patients we have are poor people unable 
to take care of the expenses themselves ; many 
are transients whom the county refuses to pay 
for, and this leaves the burden on the doctors 
and the small hospitals. With the large in- 
crease in automobile travel, this burden has 
become unbearable. There is a simple way out 
of it, and it behooves the medical profession 
of Florida to have it settled. 
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A very simple way would be to add one 
dollar to each car tag bought each year which 
would be approximately $450,000.00 per year 
and which would be divided according to the 
mileage of state roads. Every county would 
have its credit available and with proper proof 
these funds could be paid out by the county 
commissioners or some other designated 
board. This law has been enforced in Ohio 
and other states for several years and has 
worked very successfully. I cannot stress too 
much the importance of, or make too emphatic 
this point: that if every doctor in the State of 
Florida would be in a campaign to have this 
law passed at the next session of the Legisla- 
ture, we would all benefit from it. The average 
small town doctor is not rich enough to be- 
come a philanthropist and take care of these 
indigent cases which require prolonged treat- 
ment in the hospital, not to say anything about 
long court trials and damage suits. 


SUMMARY 

1. A small hospital must expect the same 
types of injuries as a large hospital and treat 
them according to latest scientific means for 
the best results. 

2. The financial status of patients who are 
the victims of traumatism is generally poor 
and should be corrected: a solution has been 
suggested in the foregoing paper. 





Where?  Tothe Medical District Meetings. 


Why? To hear good scientific papers. 
To meet the officers of the Association. 
To discuss medical problems. 
To renew acquaintances. 
To have a good time. 


Daytona Beach (C), October 3—Thursday. 
Lake City (B), October 4 





Friday. 














Pensacola (A), October 5—Saturday. 
Dunedin (D), October 31—Thursday. 
Ft. Pierce (E), November 1—Friday. 
Miami (F), November 2—Saturday. 


GROWING EVER MORE POPULAR — 
THE DISTRICT MEETINGS OF THE 
FLORIDA MEDICAL ASSOCIATION 
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MEDICAL PREPAREDNESS 


Starting with the June 22 issue, The 
Journal of the American Medical Association 
inaugurated a section on Medical Prepared- 
ness. In this section each week, the Journal 
says, will appear official notices by the 
Committee on Medical Preparedness of the 
American Medical Association, announce- 
ments by the Surgeon Generals of the Army, 
Navy and Public Health Service, and other 
governmental agencies dealing with medical 
preparedness, and such other information and 
announcements as will be useful to the medi- 
cal profession. 

Action of the House of Delegates of the 
American Medical Association authorized the 
Speaker of the House to appoint ten members 
of a preparedness committee to serve with 
the president of the Association, the chair- 
man of the board of trustees, the secretary of 
the Association, the secretary of the board of 
trustees and the editor as ex officio members. 
The following members of the House were 
appointed: Stanley H. Osborn, Section on 
Preventive and Industrial Medicine and Pub- 
lic Health; Walter G. Phippen, Massachu- 
setts; Harvey B. Stone, Maryland; James E. 
Paullin, Section on Practice of Medicine; 
Fred W. Rankin, Section on Surgery, Gen- 
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eral and Abdominal; Roy W. Fouts, Ne- 
braska; S. E. Thompson, Texas; Charles A. 
Dukes, California; John H. O’Shea, Wash- 
ington; Irvin Abell, Kentucky, General 
Chairman. 

The first official meeting of this Committee 
on Medical Preparedness was scheduled for 
July 19. Each constituent state and territorial 
medical association was asked to nominate 
a member of its organization to serve as a 
state representative of the Committee on Med- 
ical Preparedness of the American Medical 
Association. On receipt of the communication, 
Dr. J. Sam Turberville, president of the 
Florida Medical Association, nominated Dr. 
Edward Jelks of Jacksonville and forwarded 
his name to the A. M. A. as requested. 





INDIVIDUALISM IN MEDICINE 


Properly to practice medicine one must as- 
sume the responsibility for his patient. He must 
remember that on his human understanding 
and on his personal advice, encouragement 
and explanation depend that health and future. 
He cannot pass that duty to another. He must 
make use of an increasing number of special 
methods of study which often have to be pur- 
sued by colleagues, but in making use of these 
he must do so intelligently, consulting with his 
colleague. Only in such manner can he obtain 
the full assistance which he desires. Coopera- 
tion in the mere sense of division of responsi- 
bility is not cooperation. The doctor consulted 
by the patient must still regard himself as the 
patient’s individual adviser if he desires to do 
his whole duty and obtain the best results. 

He will practice better medicine who coop- 
erates with his colleagues in the sense of unit- 
ing, perhaps with a number of other practi- 
tioners who between them support those lab- 
oratories and technicians necessary to supply 
them the desirable physical, clinical, roentgen- 
ologic, bacteriologic and serologic assistance ; 
who takes the responsibility for his own 
patients ; who determines his consultations and 
chooses his consultants according to the indi- 
vidual conditions; who remembers that the 
practice of medicine is an affair between two 
human beings in which the human element is all 
important and cannot be avoided ; that the prac- 
tice of medicine is a profession; that he who 
seeks to make it a business or a trade has mis- 
taken his calling. 
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ASSOCIATION REPRESENTED AT 
U. S. P. CONVENTION 

At the decennial U. S. P. Convention held 
at the Willard Hotel, Washington, D. C., on 
May 14 and 15, the Florida Medical Associa- 
tion was represented by Dr. M. J. Myres, 
Daytona Beach, Dr. Edwin C. Swift, Jack- 
sonville, and William Emrich, pharmacist, of 
Orlando. 

Scientific meetings were held on May 13 
dealing with the many rapid advances in the 
field of medicine which must be considered 
in revising the U. S. P. It was voted to revise 
the Constitution and publish a new edition 
every five vears instead of decennially. 

Doctor Ayres requested that the sub- 
committee on scope consider the inclusion of 
drugs used in sub-tropical and tropical cli- 
mates. [he suggestion was well taken as one 
of the means of increasing the usefulness of 
this legal standard. 

A revision committee of fifty was elected, 
being made up of seventeen physicians and 
thirty-three pharmacists. Dr. P. A. Foote, 
Director of the School of Pharmacy of the 
University of Florida, was elected to this 
body. 





STUDY TO EVALUATE ORIGINAL 
SEROLOGIC TESTS FOR SYPHILIS 
More than five years ago the Committee on 
Evaluation of Serodiagnostic Tests for Syph- 
ilis, in cooperation with the United States 
Public Health Service, conducted a study to 
evaluate original serologic tests for syphilis 
or modifications thereof in the United States. 
The results of this study were published 
shortly after the investigation was completed.’ 

Consideration is now being given by the 
Committee to the organization of a second 
evaluation study of original serologic tests for 
syphilis or modifications thereof within the 
next year. If the need for an investigation of 
this kind seems to justify the cost, invitations 
will be extended to the authors of such sero- 
logic tests who reside in the United States, 
or who may be able to participate by the des- 
ignation of a serologist who will represent 
them in this country. The second evaluation 
study will be conducted utilizing methods 
comparable to those employed in the first 
study.” 
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Serologists who have an original serologic 
test for syphilis or an original modification 
thereof and who desire to participate in the 
second evaluation study should submit their 
applications not later than October 1, 1940. 
The applications must be accompanied by a 
complete description of the technic of the 
author’s serologic test or modification. All 
correspondence should be directed to the Sur- 
geon General, United States Public Health 
Service, Washington, D. C. 


*Ven. Dis. Inform., Washington, June 1935, 16; 189, 
J. A. M. A., Chicago, June 8, 1935, 104: 2083. 
*J. A. M. A., Chicago, Dec. 1, 1934, 103; 1705. 





FLORIDA SECTION—SOUTH- 
EASTERN SURGICAL CONGRESS 
The Florida Section of the Southeastern 

Surgical Congress will hold its seventh annual 
clinical conference at the Jackson Memorial 
Hospital, Miami, Saturday, August 31, from 
10 a. m. to 4 p. m. An excellent program has 
been arranged. 


PROGRAM 

R. L. Sanders, Memphis: “Complications of Peptic 
Ulcer.” 

William G. Hamm, Atlanta: “Skin Grafting.” 

T. C. Davison, Atlanta: “Breast Tumors” (Moving 
Pictures). 

Herbert Acuff, Knoxville: “Surgical Phases of Lung 
Abscess.” 

Edward Jelks, Jacksonville: 
Stomach.” 


“Carcinoma of the 


Louie M. Limbaugh, Jacksonville: “Medical Care of the 
‘Surgical’ Diabetic.” 

B. T. Beasley, Atlanta: “Uterine Displacements with 
Demonstration of an Original Apparatus Designed to 
Treat These Conditions.” 

As is the custom of this organization, no set 
papers will be read. Clinical cases will be pre- 
sented and discussed. Arrangements for the 
conference are in charge of the following com- 
mittees : 


STATE CLINICAL COM MITTEE 
Frederick J. Waas, Jacksonville, Chairman. 
Joseph S. Stewart, Miami. 
David R. Murphey, Jr., Tampa. 
Louis M. Orr, Orlando. 
J. S. Turberville, Century. 


Loca. CoMMITTEE IN CHARGE OF CLINIC 
Harrison Walker, Miami Beach, Chairman. 
Walter C. Jones, Miami. 

Arthur H. Weiland, Coral Gables. 
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CORRESPONDENCE 


Editor's Note: Due to its general interest, Doctor Swift 
has requested the publication of the following letter which 
outlines the program of the new Bureau of Professional 
Relations of the School of Pharmacy, University of 


Florida. 
June 21, 1940 
Dr. E. C. Swift, Chairman 
Inter-relationship Committee 
Florida Medical Association, Inc. 
Jacksonville, Florida 
My dear Doctor Swift: 

The pharmacists were happy to hear that the House of 
Delegates of the Florida Medical Association had ap- 
proved the plan of the Florida State Board of Pharmacy 
to finance in our school a’ Bureau of Professional Re- 
lations. 

The purpose of this bureau is to solve mutual prob- 
lems affecting the physicians, dentists and pharmacists in 
our state. Inasmuch as the pharmacists compound and dis- 
pense prescriptions, the inaugural work will be in this 
field. By an educational program put before these three 
professions, we hope to eliminate many useless duplica- 
tions of drugs in favor of those in the U. S. P. and N. F. 
Along with the A. M. A. the plan opposes mere mixtures 
of U. S. P. or N. F. drugs sold under coined names at 
fancy prices; products into which no research has en- 
tered. The last decade has witnessed an alarming in- 
crease in such items and their average life is short. 
Professional men cannot even begin to remember all 
of them. 

This program follows in the path of current medical 
thought. More than thirty years ago the American Medical 
Association organized the Council of Pharmacy and 
Chemistry for the purpose of recognizing new drugs of 
merit and began the annual publication of New and 
Nonofficial Remedies. Further, as you know, the A. M. 
A. publishes “Useful Drugs,” a list to aid the movement 
toward elimination of the mass of useless or superfluous 
drugs. Many state medical examining boards are limit- 
ing their examinations on drug therapy to this list. 
Programs similar to the one we plan have been success- 
ful in several other states such as Maryland, Minne- 
sota, New York and others. In some states the medical 
associations have cooperating committees. 

With the assistance and approval of your committee 
and the entire Florida Medica! Association we propose 
to compile a formulary. This will be printed on 3x5 cards, 
placed in a steel file and donated to each physician as 
suggestions for his drug therapy. Because we believe 
there is a demand for hospital formularies in our state, 
we shall incorporate items from well known leading 
hospitals. Within the next twelve months we hope to 
have the Associate Director of this Bureau call on the 
physicians and present them with the formulary. 

This program should benefit all parties concerned. 
Many patients can get equivalent drug therapy at lower 
cost. This means that they will have more money to pay 
bills incurred with physicians and pharmacists. It will 
combat the reading of one word prescriptions by patients 
which frequently results in self medication later, not alone 
for him but ofttimes his friends. We are opposed to 
counter-prescribing by pharmacists and have faith that 
this plan will discourage it. Prescribing should be en- 
tirely in the hands of physicians and dispensing should be 
done from the prescription room. To reduce the high cost 
of medical care is a step in combatting socialized medicine. 
Our plan will not tread on the toes of reputable drug 
manufacturers. From their great research laboratories 
come many new vital discoveries and products which can- 
not be compounded in the drug store. Today these man- 
ufacturers are caught in a false “What’s New” compe- 
tition resulting in thousands of items in their catalogs. 
They would gladly drop many of them (with overhead ex- 
penses) if this fictitious demand could be stopped. Na- 
turally the wholesalers and retail pharmacists feel the 
same for their shelves are burdened with the deluge and 
the consumer unfairly pays for it. 


VotumeE XXVII 
NuMBER 1 


The sympathetic cooperation of you and your committee 
as well as of your association is deeply appreciated. I 
believe with the others that this undertaking is sound 
and timely and that we are on the threshold of a better 
and cheaper materia medica for the people of our great 
state. 

Sincerely yours, 
P. A. FOOTE, 
Director, School of Pharmacy, 
University of Florida. 





MARRIAGES AND DEATHS 


BIRTHS 


Dr. and Mrs. O. E. Harrell of Jacksonville announce 
the birth of a son, John Needham, on June 4, 1940. 


BIRTHS, 


MARRIAGES 
Dr. Wilton E. Tugwell and Miss Virginia Noel 
Johnson of Pensacola were married May 10, 1940. 
* * * 


Dr. Mitchell L. Moran and Miss Irene Batchelder of 
St. Petersburg were married on June 12, 1940. 


DEATHS 


Dr. George E. Adams of Jacksonville died on June 


11, 1940. 
* * * 


Dr. M. E. Quina of Pensacola died on June 12, 1940. 





STATE NEWS ITEMS 

At the semiannual meeting of the State 
Board of Medical Examiners, held in Tampa, 
June 17 and 18, the following officers were 
elected: President, Dr. B. A. Chapman, Jack- 
sonville; Vice-President, Dr. H. D. Van 
Schaick, Jacksonville; and Secretary, Dr. W. 
M. Rowlett, Tampa. Mr. John W. Prunty of 
Miami was reappointed attorney for the Board 
and Mr. Earl B. Askew of St. Petersburg was 

appointed special attorney. 

a 


Dr. J. C. Robertson was appointed chief phy- 
sician of the State Hospital at Chattahoochee, 
to succeed the late Dr. Ralph E. Stevens. 
Doctor Robertson has been on the hospital’s 
medical staff for eight years. 

— 

Members of the Florida Medical Associa- 
tion who attended the meeting of the American 
Heart Association in New York City, June 7 
and 8, were: John F. Busey, Lake City ; Sam- 
uel Aronovitz, M. J. Flipse, Robert M. Harris, 
Carlos P. Lamar, E. Sterling Nichol and M. 
S. Saslaw, Miami; David W. Exley, M. A. 
Kugel, Julius R. Pearson and Maurice Zim- 
merman, Miami Beach; Meredith Mallory, 
Orlando; J. E. Harris and A. Lamar 
Matthews, Sarasota. 
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Dr. Duncan McEwan of Orlando attended 
the Thoracic Surgery meeting in Cleveland 
before going to the A. M. A. meeting in New 
York City. 

. * * 


There were 12,864 physicians registered at 
the annual meeting of the American Medical 
Association held in New York City, June 10-14. 
This registration exceeded by more than 2,500 
the largest number ever registered at a previous 
meeting. The following 98 doctors from 
Florida were in attendance at this meeting : 


Bartow: Chester H. Murphy, William F. Peacock. 
Bradenton: John F. Mason. Coral Gables: Warren W. 
Quillian. Daytona Beach: J. Ralph Vallotton. Delray 
Beach: Graham W. King, Jr. Ft. Lauderdale: Elliott 
M. Hendricks, Henry J. Peavy, Francis D. Pierce, 
Leigh F. Robinson. Jacksonville: Charles W. Boyd, 
John D. Ferrara, Gordon H. Ira, Edward Jelks, Arthur 
J. Logie, W. McL. Shaw, Lauren M. Sompayrac, H. 
Marshall Taylor. Marianna: N. A. Baltzell. 


Miami: Samuel Aronovitz, Frederick H. Dieterich, 
M. Jay Flipse, Elmo D. French, Roy J. Holmes, Walter 
C. Jones, Jr., Carlos P. Lamar, Young C. Lott, John D. 
Milton, John T. Mitchell, Frank R. Morrow, E. Sterling 
Nichol, Homer L. Pearson, Jr., J. Randolph Perdue, 
Harold Rand, Wiley M. Sams, Milton S. Saslaw, John 
B. Seeds, E. Clay Shaw, Franz H. Stewart, M. Paul 
Travers, P. B. Welch, Scheffel H. Wright. Miami 
Beach: James R. Cogan, Max Dobrin, Elias Freidus, 
Abraham R. Hollender, W. T. Hotchkiss, Maurice A. 
Kugel, George N. Leonard, William Linder, Meyer B. 
Marks, Cayetano Panettiere, Frazier J. Payton, Julius 
R. Pearson, Maurice Zimmerman. 


Orlando: Charles J. Collins, Spencer A. Folsom, 
Frank D. Gray, G. Tayloe Gwathmey, L. C. Ingram, 
Duncan T. McEwan, Meredith Mallory, W. Grady 
Page. Palatka: Allen P. Gurganious. Palm Beach: 
George E. Cram, Bailey B. Sory, Jr. Panama City: 
Donald S. Fraser. Pensacola: Herbert L. Bryans. 
Quincy: William W. Massey. St. Augustine: Reddin 
Britt. 


St. Petersburg: Arnold S. Anderson, James A. Brad- 
ley, Annette M. Feaster, O. O. Feaster, W. C. Mc- 
Connell, Norval M. Marr, George E. Miller, Robert J. 
Needles, J. Braden Quicksall, H. Tuttle Stull, Alvin 
J. Wood. Sanford: Thomas F. McDaniel. Sarasota: J. 
E. Harris, A. Lamar Matthews. Sebring: Hartley E. 
Boorom. Tampa: A. R. Beyer, A. M. Bidwell,-E. W. 
Bitzer, J. C. Dickinson, Frank C. Metzger, Harold G. 
Nix, Alvord L. Stone, John C. Vinson. West Palm 
Beach: George M. Dawson, S. Ward Fleming, V. M. 
Johnson, Lloyd J. Netto. Winter Park: Rosalie S. 
Morton. 

ok * ok 


Dr. H. Marshall Taylor of Jacksonville was 
awarded the degree of Doctor of Science by 
John B. Stetson University at DeLand the early 
part of June. 

es 

Dr. W. T. Simpson of Winter Haven was 
recently elected president of the local Rotary 
Club. 
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All members of the Florida Medical Asso- 
ciation are cordially invited to attend the an- 
nual picnic and barbecue of the Orange County 
Medical Society, Thursday afternoon, August 
8, 1940. one 


Colored reproductions of Dean Cornwell's 
new painting, “Osler at Old Blockley,” suit- 
able for framing, may be obtained free by 
addressing requests to John Wyeth & 
Brother, Inc., 1600 Arch Street, Philadelphia, 
Pa. Every reader of this Journal should 
possess one of these beautiful pictures. Send 
for yours today. 

x * x 


Dr, Claude Anderson of Orlando attended a 
meeting of the ex-Fellows of the Lahey Clinic, 
as well as class and alumni meetings at Jeffer- 
son Medical College, early in June. 


* * ** 


Dr. Frederick K. Herpel of West Palm 
Beach announces the removal of his offices 
to 513-519 Harvey Building. Doctor Herpel’s 
practice is limited to roentgenology. 


* * * 


Dr. J. C. Davis of Quincy delivered an ad- 
dress on “Acute Cholecystitis’ at the recent 
Postgraduate Assembly of Emory Alumni in 


Atlanta. 
xk * x 


Dr. Sam J. Roberts of Miami attended the 
annual conference of the American Association 
of Medical Milk Commissions which met with 
the Certified Milk Producers’ Association of 
America in New York City the early part of 
June. Doctor Roberts is chairman of the Dade 
County Medical Milk Commission. 


*k *k x 


Dr. William F. Bay of Bradenton enrolled 
for the summer term for a course in public 
health and syphilology at the university in Ann 
Arbor, Michigan, the latter part of May.. 
Doctor and Mrs. Bay will visit in Columbus 
and Cleveland and return home late in Septem- 


ber. sa « 


Dr. John H. Mitchell of Jacksonville was 
recently installed as president of the local 
Exchange Club. 
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RSS. ee 
RALPH EDWIN STEVENS 

Dr. Ralph E. Stevens, for nearly four years 
chief of the medical staff at the State Hospital 
at Chattahoochee, died suddenly on June 6 in 
Sanford, where he had stopped for a visit with 
his sister, Miss Rebecca Stevens, while enroute 
to Cuba to attend the International Convention 
of Rotary. His wife, who was to accompany 
him to Cuba, was with him at the time of his 
death. His sister was also to have been a mem- 
ber of the party. 

3orn in Susquehanna, Pennsylvania, in 
1891, he moved with his parents to Sanford in 
1903, where his father, the late Mr. Henry R. 
Stevens, was the first mayor. He was graduated 
from the Seminole high school there and later 
attended the University of North Carolina. He 
received his medical degree from Jefferson 
Medical School in Philadelphia. 

After his graduation from college, he opened 
an office for practice in Sanford, but when the 
United States declared war, he enlisted in the 
army medical corps as a first lieutenant and 
served overseas with the 305th Engineers of the 
Eighteenth Division. Later he was promoted to 
captain and served as regimental surgeon. He 
received from General John J. Pershing a cita- 
tion for distinguished and exceptional gallan- 
try, and was decorated with the Silver Star 
Medal, one of the most coveted battle decora- 
tions awarded by the United States Army. 

He retired from the 124th Infantry of the 
National Guard with the rank of Colonel about 
two years ago. 

Doctor Stevens was a member of the Florida, 
Southern, and American Medical Associations, 
as well as of the Southeastern Surgical Con- 
ference and the Association of Military Sur- 
geons. He was also a member of Morocco 
Temple Shrine. His Legion membership was 
with Post 14 in St. Petersburg. 

Doctor Stevens was appointed to the Chatta- 
hoochee staff during the superintendency of 
Col. Preston L. Ayers. The duration of his ad- 
ministration there has seen many changes and 
improvements in the medical staff and hospitali- 
zation, 

Doctor Stevens was buried with full military 
rites which were arranged by Major George A. 
DeCottes, mayor of Sanford and commanding 
officer of the Sanford National Guard. 
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Surviving are his widow, Mrs. Ollie Vera 
Lloyd Stevens, and two children, Dorothy and 
Ralph, Jr.; also his sister, Miss Rebecca 
Stevens of Sanford. 

USNS SS EEN LINE STS EE LIOR 
GEORGE ELBERT ADAMS 

Dr. George E. Adams died June 11, at his 
home in Jacksonville, at the age of 54 years. 

Born in Columbia County, he attended the 
Medical College of South Carolina from which 
he received his M. D. degree in 1911. He was 
licensed to practice in Florida the following 
year. For the past eighteen years he has lived 
in Jacksonville where he built up a large practice 
and where, for six years, he has served as coun- 
ty physician. He was a member of the Duval 
County Medical Society, the Florida Medical 
Association and the American Medical Asso- 
ciation. 

Doctor Adams is survived by his widow, 
Mrs. Carrie E. Adams, five children, Dr. Mark 
Adams, Edward Adams, Herlong Adams, 
Mrs. R. R. Turnipseed and Miss Betty Adams, 
all of Jacksonville. 

EOL AEE AEE ER 
M. W. SPEARMAN 


The following resolutions on the death of 
Dr. M. W. Spearman were recently passed by 
the Suwannee River Valley Medical Society: 
Wuereas, the Great Physician has called from our 

midst a fellow worker and friend, Dr. Mathew Whit- 

field Spearman, who, during his sojourn among us, 
endeared himself to a large circle of patients and 
friends; and 

Wuereas, the members of this Society have suffered 

a personal loss in the death of a faithful worker who 

gave his time and talents freely to the needy, and who 

at all times upheld the dignity and high ideals of his 
profession ; 

3E It ResoLvep, That we officially and individually de- 
plore the loss of a professional brother whose place 
will be hard to fill, and who gave the best years of his 
life to the alleviation of human suffering. 


Be Ir Furtuer Resotvep that this resolution be in- 
cluded in the minutes of this Society, and that a copy 
be furnished his bereaved family, the local press, and 
the Florida Medical Association. 

By the Committee: 
L. J. Arnold, Jr. 
H. S. Howell. 
J. F. Pitman. 
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4 Yes, Some Fats Do Upset Them. Yet a proper fat is an essential part of 
10 every infant’s diet. The addition of carbohydrate cannot compensate 
10 for the absence of a sufficient amount of a suitable fat. 
1S 
" SMA fat resembles human milk fat—has the same chemical and physical 
4 characteristics. And because SMA fat is like human milk fat the SMA 
is j carbohydrate is lactose, the only sugar present in human milk. 
1- ; The percentages of fat, protein, carbo- Therefore, SMA may be fed to normal 
: hydrate and ash are the same as those in ¢4}].term infants without modification or 


human milk and when prepared accord- 
ing to the physician’s directions SMA is 
essentially similar to human milk. necessary to modify human milk. 


change for the same reason that it is not 
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Normal infants relish SM A—digest it easily and thrive on it. 
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BROWARD 

The Broward County Medical Society is 
100% paid for 1940. Officers of this society 
are: president, L. B. Elliston; vice president, 
R. E. Blount; secretary-treasurer, E. C. 


Chamberlain. 
xk * x 


DADE 

The June meeting of the Dade County Medi- 
cal Society was held in the Sunshine Room of 
the Ingraham Building on the evening of the 
4th. A symposium on “Gallbladder Disease” 
comprised the scientific program, presented as 
follows: 
“Symptoms and Diagnosis”—R. M. Fleming. 
“Pathology”—Iva C. Youmans. 
“Medical Treatment’’—D. A. Marion. 
“Surgical Treatment’”—George D. Lilly. 

ee 4 


DE SOTO-H ARDEE-HIGHLANDS-CHARLOTTE- 
GLADES 

The regular monthly meeting of the DeSoto- 
Hardee-Highlands-Charlotte-Glades County 
Medical Society was held in Wauchula Tues- 
day evening, May 14, when the visiting doctors 
were banqueted by the local members of the so- 
ciety. Dr. H. V. Weems of Sebring, secretary, 
read the minutes of the last meeting; Dr. I. W. 
Chandler of Avon Park gave a report of the 
annual meeting of the State Association. Dr. 
J. R. Boulware, Jr. of Lakeland presented a 
paper on “Roseola Infantum.” 

Present were: Drs. G. F. Highsmith and C. 
W. Pease of Arcadia; I. W. Chandler and G. S. 
McKnight of Avon Park; W. S. Pyatt of 
Bowling Green; J. R. Boulware, Jr., and S. 
Edgar Watson of Lakeland; H. E. Boorom and 
H. V. Weems of Sebring; M. A. Collier, M. C. 
Kayton, Allen A. Poucher and B. D. Spears of 


Wauchula. 
* K * 


DUVAL 
Dr. James L. Borland of Jacksonville was 
principal speaker at the meeting of the Duval 
County Medical Society held on the evening of 
June 4 in the State Board of Health building. 
His subject was “Evaluation of the Role of In- 
testinal Protozoa in Man.” A business session 
followed, after which refreshments were 
served. 
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PASCO-HERNANDO-CITRUS 

Dr. and Mrs. P. J. Hudson and Dr. and Mrs. 
W. B. Moon entertained the Pasco-Hernando- 
Citrus County Medical Society at Crystal River, 
Thursday afternoon, June 13, on board Doctor 
Hudson’s pleasure boat, E/medico. Leaving the 
dock at 2:10, the party returned at 7 :30 after a 
trip of 7 miles down the river and 3 miles out 
into the Gulf. Fishing was enjoyed by several 
members of the party, after which a delicious 
fish dinner was served by Dr. and Mrs. Hudson. 

Dr. W. H. Walters extended the Scoiety’s 
thanks to Doctors Hudson and Moon for this 
splendid entertainment. 

Attending this outing were: Dr Edwin H. 
Brown, Miss Lillidn Cottle, Dr. J. T. Brad- 
shaw, Dr. and Mrs. G. R. Creekmore, Dr. and 
Mrs. George Dame, George Dame, Jr., John 
Dame, Dr. and Mrs. Leland H. Dame, Dr. and 
Mrs. S. C. Harvard, Dr. and Mrs. P. J. Hud- 
son, Miss Margaret Hudson, James F. Hudson, 
Dr. W. Wardlaw Jones, Dr. and Mrs. W. B. 
Moon, Dr. W. H. Walters, and Miss Dorothy 
Fletcher. — oe 


PINELLAS 

Dr. D. F. H. Murphey of St. Petersburg was 
principal speaker at a meeting of the Society 
held on the evening of June 7. His subject was 
“A Case of Bleeding in the Newborn.” 

At the meeting held on June 21, Dr. J. P. 
Rowell presented a paper on “Treatment of 
Arthritis” and Dr. M. E. Black reported ““Two 
Cases of Chronic Botulism.” 

* ok Ox 
SEMINOLE 

The Seminole County Medical Society was 
host, on the afternoon of May 23, to the mem- 
bers of the Orange County Medical Society, 
at a yachting party aboard the Skylark. The 
party left early in the afternoon and after cruis- 
ing along the river, anchored and enjoyed a 
buffet supper. Present from Orlando were: 
Drs. Claude Anderson, Walter Weed, Fred 
Mathers, William Mitchell, Don Robertson, 
Sam F. Ricker, Eugene Jewett, Palmer Kund- 
ert, Joseph Seltzer, C. C. Collins, T. A. Neal, 
Henry Spiers, Richard H. Walker, Jr., and Dr. 
Elwyn Evans of Winter Park. 

Sanford hosts included: Drs. W. H. Garner, 
Samuel Puleston, C. L. Park, G. S. Selman, 
Douglas G. Scott, J. N. Tolar, A. W. Knox, 
and T. F. McDaniel. 








